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MEDICARE PART D: IS IT WORKING FOR LOW-
INCOME SENIORS?

WEDNESDAY, JANUARY 31, 2007

- U.S. SENATE,
SPECIAL COMMITTEE ON AGING,

W. ash. ; nigto--n, DC.
The Committee met, pursuant to notice, at 10:35 a.m., in room

SD-562, Dirksen Senate Office Building, Hon. Herb Kohl (chair-
man of the committee) presiding.

Present: Senators Kohl, Smith, Craig, Carper, Lincoln, Nelson,
Casey, and Whitehouse.

OPENING STATEMENT OF SENATOR HERB KOHL
The CHAInuviAN. Good morning. This hearing will commence now.
We welcome all of our witnesses.
Before we begin, I would like very much to thank Senator Gor-

don Smith for the great work that he has done as Chairman of this
Committee over the past few years.

Senator Smith, this Committee was thoughtful, diligent and very
active under your stewardship, and we applaud your leadership
and your enthusiasm, and we will try to build on much of the work
that you started. As you know, our Committee has a history of bi-
partisanship, and in that spirit we look forward to working to-
gether.

Even though most of us mark the passage of a year with cake
and ice cream, I don't know anyone who says growing older is real-
ly a piece of cake, and that is why this Committee's work is so im-
portant. We are charged with finding solutions to the pressing
problems that seniors face, and our agenda for the 110th Congress
will tackle many of them.

For example, we must rein in health-care costs, and we ought to
start by promoting affordable generic drugs. We also must improve
nursing-home oversight to make sure seniors get safe and quality
care. With the baby-boom generation set to retire en masse, we
have to make sure older Americans can stay in the workforce
longer, if they so choose, and we must also help people prepare for
their long-term care needs.

Finally, we intend to hold a series of hearings to fix the problems
with Medicare's prescription drug program, so that seniors can fi-
nally enjoy a simple, affordable benefit. Today, more than 24 mil-
lion people are receiving their drug coverage through Medicare
Part D, and we have a responsibility to make sure that the pro-
gram works for all seniors.

(1)
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To start today's hearings, we will explore problems with the low-
income subsidy benefit and identify practical solutions. It is worth
noting that this extra help for low-income seniors was one of the
major selling points cited by supporters of the law when it passed,
and, so far, that reality is far from the promise.

Last year got off to a rocky start, as many low-income seniors
were denied the drugs they needed at the pharmacy. While some
of those problems were resolved, serious challenges remain that are
preventing low-income seniors from getting the low-income subsidy.

First, many prescription drug plans have changed their benefit,
and not all participate in the low-income subsidy program. Some
seniors did not receive the letters notifying them that they need to
choose a new plan. So many are showing up at the pharmacy con-
fused and frustrated.

Some seniors did switch plans, but their pharmacy has not been
given an up-to-date record, so these seniors are being charged in-
correct copays, or leaving without their drugs. Seniors faced many
of these same problems last year, and we believe they should have
been fixed by now.

So I believe it is time for CMS to put together a comprehensive
plan and report back to this Committee on how they intend to fix
these problems. Second, I am also concerned about the more than
3 million seniors who are projected to be eligible for the low-income
subsidy, but are not receiving it.

In November 2006, Health and Human Services' Inspector Gen-
eral recommended that the Social Security Administration have ac-
cess to IRS data so that they can better target potentially eligible
low-income seniors. I am working on legislation to fix this, and I
hope my colleagues on the Committee will join me.

Finally, some 600,000 poor seniors are losing the subsidy alto-
gether. Some may still be able to obtain extra help, but they will
need to apply, and since the application process is so onerous, we
know that some seniors simply give up. The Administration needs
to do everything in its power to find eligible seniors and make the
application process a simple one.

We also need to take a serious look at the asset test to make
sure that it is fair, easy to navigate and does not exclude seniors
who are truly low-income and need extra help with their drug
costs. As we enter the second year of the Medicare drug benefit, we
have an obligation to make sure it is working for all seniors, but
particularly for our poorer seniors, who need the help most.

The recommendations from our witnesses can lead to real solu-
tions, and, of course, we all hope and trust and expect that the Ad-
ministration is willing to work with us to implement them.

Again, we thank you all for being here.
We turn now to Senator Gordon Smith for his statement.
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OPENING STATEMENT OF SENATOR GORDON H. SMITH
Senator SMITH. Thank you, Senator Kohl. It was a pleasure to

work with you last Congress, and it will be so in this, as well. Our
bipartisan tradition on this Committee will certainly continue on
my account. So I appreciate very much your calling this important
hearing.

It is the first for the Aging Committee in the 110th Congress, on
the issue of low-income subsidy. LIS is one of the best features of
Medicare's new prescription drug benefit. Millions of seniors now
have access to affordable prescription drug therapies, many for the
first time.-

Last year, the Committee looked at the difficulties many dual-eli-
gible beneficiaries had in transitioning to the new program. I look
forward to revisiting some of the issues that were raised at that
hearing.

Since Medicare Part D became effective last year, the Centers for
Medicare and Medicaid Services and the Social Security Adminis-
tration have made a great deal of progress to ensure that the ben-
efit is working well for all beneficiaries. However, there are still a
number of improvements that can be made to the program, espe-
cially to the LIS benefit.

Ultimately, it is Congress's responsibility to ensure that all low-
income seniors who have difficulty paying for prescription drug
costs get the help that they need and the help that we intended
they have. Last spring, I filed legislation to create a special enroll-
ment period for newly eligible LIS beneficiaries and to waive their
late-enrollment penalty.

Fortunately, CMS made changes administratively, but I would
like to write the changes they made into law. Giving low-income
seniors additional time to enroll in Medicare Part D ensures they
are able to choose a plan that best fits their health-care needs.

Despite this progress, I do find it troubling that recent estimates
still show that there may be at least 3 million seniors eligible for
LIS who have yet to apply for it. It is essential that CMS and SSA
and their community partners continue working to capture these
seniors through targeted outreach efforts.

I expect we could help many more seniors with their drug costs,
if only they knew extra help was available to them. In addition to
this, there are a number of things we can do in Congress to help
ensure that all seniors who legitimately need help with their drug
costs get it.

So, in the coming weeks, I will introduce legislation with my col-
league on the Finance Committee, Senator Bingaman, that will re-
form the asset tests used to determine eligibility for low-income
subsidy. Our proposal, which was developed with input from
groups like AARP and the National Council on Aging, aims to
make it easier for seniors to meet some of the current test's re-
quirements and remove unnecessary administrative burdens.

I believe the existing LIS application is too complex and it is pre-
venting seniors from getting the help that they need. I also plan
to reintroduce a bill filed last Congress that creates parity in the
cost-sharing charged beneficiaries living in nursing homes and as-
sisted-living facilities.
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Our current policy weighs the cost sharing for beneficiaries in
nursing homes, but those who live in assisted-living and other com-
munity-based facilities illogically have to pay for it. Frankly, I find
it unacceptable. I was pleased to be joined by colleagues on the
Aging Committee, specifically Senators Nelson, Clinton and Lin-
coln, as cosponsors of that measure. I am glad they have agreed to
work with me again this year.

I look forward to hearing an update from CMS and SSA on how
well the LIS benefit is working. While these two agencies have had
some difficulty in sharing information in the past, particularly with
determining subsidy eligibility and Medicare Part D premium with-
holding, I am confident they are putting forth all kinds of good
faith and their best efforts to make this new benefit work for our
seniors.

I thank them for that work and what they did on a rushed basis
last year to make a difficult situation easier.

I am hopeful our discussions today will provide the Committee
useful insights on how Congress can ensure that all beneficiaries
in need, all those who are eligible, get the help they deserve with
their drug costs.

So, thank you, Mr. Chairman. Let's carry on.
The CHAIRMAN. Thank you, Senator Smith.
We are pleased to welcome the first panel here today.
Our first witness will be Beatrice Disman of the Social Security

Administration. Ms. Disman has served for over a decade as SSA's
regional commissioner of the New York region. In 2003, Ms.
Disman became chair of SSA's Medicare Planning and Implementa-
tion Task Force. This task force is responsible for implementing
SSA's role in the Medicare Modernization Act.

She will be followed by Larry Kocot of the Centers for Medicare
and Medicaid Services, CMS. Mr. Kocot serves as senior advisor to
the administration of CMS. In this capacity, he has worked closely
with the administrator in the implementation of the Medicare Part
D low-income subsidy benefit.

So we welcome you both, and we look forward to your testimony.
Ms. Disman.

STATEMENT OF BEATRICE DISMAN, NEW YORK REGIONAL
COMMISSIONER, SOCIAL SECURITY ADMINISTRATION, NEW
YORK, NY
Ms. DIsMAN. Thank you so much, Mr. Chairman.
Thank you so much, Senator Smith.
Thanks for inviting Social Security today to discuss our ongoing

efforts under the Medicare Prescription Drug Program to sign up
Medicare beneficiaries for the low-income subsidy (LIS), or, as we
commonly call it, "extra help".

As you indicated, I am Bea Disman. I am the Regional Commis-
sioner of the New York region, and I was really given this incred-
ible opportunity to share the implementation of a very vital pro-
gram to the American public.

In this role, I have seen the dedicated efforts of so many Social
Security employees and partners within and outside of Govern-
ment, as they have reached out to those individuals who could ben-
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efit from the low-income subsidy. I am pleased to be able to share
our story.

I am also pleased to be here with our colleagues, who have
played an important role in implementing this new program.

In the past year, Social Security has continued its -intensive ef-
forts to locate low-income Medicare beneficiaries, and provide them
with an opportunity to file for this important benefit. We have used
targeted mailings, personal phone calls, computer data matches,
community forums, partnerships with State agencies and nonprofit
organizations, fact sheets, word of mouth-in short, any and all
means at our disposal-to reach those eligible for the "extra help".

Throughout 2005 and 2006, Social Security provided a number of
alternatives for beneficiaries who applied- for "extra help" assist-
ance. Scanable paper applications, in office applications, commu-
rity application-taking events, Internet and media telephone appli-
cations all have been a part of this effort.

Even though means testing, by its very nature, is complex, Social
Security created an application which allows individuals to apply
for the "extra help" as quickly and as easily as possible.

During these past 2 years, Social Security held or participated in
more than 76,000 Medicare Part D/LIS outreach events. In many
of these events, we were joined by Centers for Medicare and Med-
icaid Services (CMS) and other partners, including my colleagues
who will testify later this morning.

We have been in the communities, in senior citizen centers, phar-
macies, public housing, churches any place where we thought sen-
ior citizens or the disabled were likely to be found.

We worked with State pharmaceutical programs, State Health
Insurance Programs, Area Agencies on Aging, local housing au-
thorities, community health clinics, prescription drug providers and
others to identify people with limited income and resources who
might be eligible for the "extra help".

Throughout these efforts, Social Security's goal has been to reach
every potentially eligible Medicare beneficiary multiple times, in a
variety of ways. As you know, there are many estimates out there
as to the size of the eligible population, but whether there are 300
or 3 million people, Social Security's job is the same-find them.
Find them where they live, find them in the communities where
they work, and find them any way we can. I

Our message is simple: if you could possibly benefit from the pro-
gram, SSA will help you apply. As you may recall, during the ini-
tial launch phase of the "extra help" program in the spring of 2005,
we mailed almost 19 million applications. We cast a very wide net.

Such agency mailings continue to be a valuable tool in our efforts
to inform the public. For example, the annual cost of living adjust-
ment notices, sent to over 50 million Social Security beneficiaries,
as well as our annual notice to individuals potentially eligible for
the Medicare Savings Programs, included "extra help" information.

Also, Social Security identified approximately 1.5- million dis-
ability beneficiaries who received an "extra help" application, but
did not return it. We mailed a special follow-up letter to these
beneficiaries in the spring of 2006, explaining that "extra help" will
not reduce their disability payments.



6

In addition, Social Security contracted with a vendor, who made
more than 9 million follow-up calls. Subsequently, Social Security
personally called 400,000 beneficiaries who the vendor identified as
needing assistance. In another outreach, we personally called over
300,000 beneficiaries who had previously received the Medicare
$600 assistance under the Medicare drug discount card but had not
applied for the "extra help".

Social Security has also reached specific beneficiary communities,
those with representative payees, those who speak Spanish, Asian-
American and African-American households and those aged 79 and
older. Social Security has made special efforts to help the recipients
who have lost their deemed status.

In September 2006, Social Security and CMS together mailed
more than 600,000 applications, with notices to the Medicare bene-
ficiaries who were no longer automatically eligible. To date, more
than 230,000 have reapplied. This is in addition to those who have
regained automatic eligibility through the States.

Social Security has started a pilot to personally call 10,000 indi-
viduals who have lost their deemed status and have not yet filed
for "extra help". The results of the pilot will guide our approach in
following up with the rest of the population.

Social Security also sends out between 120,000 and 130,000
"extra help" applications each month to individuals who are newly
enrolled in Medicare. As of mid-January 2007, Social Security has
found more than 2.3 million individuals eligible for "extra help".

Just as important, we continue to receive between 30,000 and
40,000 applications for "extra help" almost every week, over
600,000 since the beginning of the fiscal year. While SSA employ-
ees across the Country continue to promote this valuable benefit,
we realize our job is not completed and we continue to look for
more ways to reach those eligible for the "extra help" program.

In conclusion, I want to express my personal thanks to this Com-
mittee for their continuing support of the agency. As you know, So-
cial Security is operating under a continuing resolution, with fund-
ing levels significantly below the President's request.

This means Social Security faces considerable challenges in man-
aging all of our vital workloads. However, I can tell you from my
own experience that the dedicated employees of Social Security will
continue to do our very best, not only in administering the low-in-
come subsidy, but also in providing our important traditional serv-
ices.

We look forward to our continuing dialog with organizations, ad-
vocacy groups and, of course, the Committee.

Thank you, and I will be glad to answer any questions you have.
[The prepared statement of Ms. Disman follows:]
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Statement of Beatrice Disman

Regional Commissioner of Social Security

New York Region

and

Chair of the Social Security Administration

Medicare Planning

and

Implementation Task Force

Mr. Chairman and Members of the Committee:

Thank you for inviting me to discuss the Social Security
Administration's (SSA's) ongoing efforts under the Medicare
Prescription Drug Program to sign-up eligible Medicare beneficiaries
for the low-income subsidy (LIS) program, or 'extra help" as it is
commonly called. I am Bea Disman, and I have served for over a
decade as Regional Commissioner of the New York Region. I have
also spent the past 3 years at the helm of SSA's Medicare Planning
and Implementation Task Force. In this role I have seen the truly
tireless and dedicated efforts of so many SSA employees, and
partners within and outside government, as they have reached out to
those individuals who could benefit from the low-income subsidy. It
has been a remarkable experience for me, and it is with great pride
that I am here to share their story with you.

In the past year, SSA has continued its intensive efforts to locate low-
income Medicare beneficiaries, and provide them with an opportunity
to apply for this important benefit. We have used targeted mailings,
phone calls, computer data matches, community forums, partnerships
with State agencies and non-profit organizations, public information
fact sheets, word-of-mouth - in short, any and all means at our
disposal - to reach those eligible to receive assistance with out-of-
pocket costs associated with the new Medicare prescription drug
coverage. Today's testimony will describe many of these efforts.
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Background

To begin, it may be helpful to recap Social Security's role and
responsibilities regarding the new Medicare prescription drug
coverage. This provides the context to further describe SSA's
activities in getting low-income people the "extra help" intended by
Congress.

As you know, the Medicare Modernization Act, or MMA, enacted in
December 2003, established the new Medicare prescription drug
benefit. The new Medicare prescription drug coverage was designed
to allow all people with Medicare an opportunity to voluntarily enroll in
prescription drug coverage. MMA also provided an additional level of
assistance, or 'extra help," for people with Medicare who have limited
incomes and resources in helping to pay for the monthly premiums
and cost-sharing that are required by the new Medicare prescription
drug coverage.

The responsibility for enrolling individuals for the prescription drug
coverage is a joint effort between the Department of Health and
Human Services (HHS) and private insurance companies, which
establish Prescription Drug Plans (PDPs) for that purpose. HHS
automatically enrolled individuals who were already eligible for
Medicare and full Medicaid benefits in a PDP plan and the subsidy in
November 2005. This process was intended to ensure a smooth
transition for these "full-benefit dual eligibles" from Medicaid drug
coverage to the new Part D, and this population also had
opportunities to switch to a different PDP provider than the one in
which they were automatically enrolled. Additional low-income
beneficiaries who also received Supplemental Security Income (SSI)
or participated in certain Medicare Savings Programs (MSPs) were
automatically eligible for a subsidy and enrolled into a PDP plan (if
they had not already selected a plan) during May 2006.

SSA was given the responsibility by Congress to take "extra help"
applications and to make eligibility determinations for individuals who
were not automatically eligible. In order to be eligible for "extra help,"
individuals must have incomes below 150 percent of the poverty level
applicable to their corresponding household size. In 2007 this is
$15,315 for an individual and $20,535 for a couple. Resources must
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be less than $11,710 for single individuals or $23,410 for a married
couple. It should be noted that both the income and resource limits
adjust annually, based on the Federal Poverty Guidelines (for
income) and the Consumer Price Index (for resources).

Individuals with incomes between 135 percent and 150 percent of
poverty are eligible for a subsidy amount based on a sliding scale
depending on their resources. Individuals with incomes below 135
percent would be eligible to receive the highest subsidies.

SSA was given these responsibilities because of its network of nearly
1,300 offices with 35,000 employees across the country, and
because of its already existing role in administering some parts of the
Medicare program. Over the past 70 years, SSA has gained a
reputation for helping citizens in the communities where they live, and
Congress realized that SSA's presence 'on the ground" would be vital
in the launch of the Medicare 'extra help" program. Also, the low-
income subsidy was designed with many similarities to SSI, a means-
tested assistance program for low-income aged, blind and disabled
individuals, which SSA has administered for more than 30 years.

Development of "Extra Help" Application

Upon passage of MMA, SSA immediately began planning for the
implementation of the limited-income subsidy. We recognized from
the onset that development of a simplified application for the 'extra
help" was essential for successful implementation. Thus, our goals
were to develop an application that elderly and disabled Medicare
beneficiaries, their caregivers, or other third party assistance
providers would be able to understand and easily complete and not
have to travel to a Social Security field office. SSA also wanted to
maximize the use of automation, not only to process these forms
efficiently, but also to process them as quickly as possible.

To accomplish these goals, SSA conducted substantial testing of the
"extra help" application form. The paper application went through
many drafts before being finalized. Social Security, in collaboration
with the Centers for Medicare & Medicaid Services (CMS), conducted
focus groups with current Medicare beneficiaries to test potential
applicants' understanding of the application, conducted special
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cognitive testing of the application and had design engineers review
the layout of the applications. We also discussed various draft
versions of the application with national and local advocacy groups
and with State Medicaid Directors, as well as with Congressional
staffs.

Our Office of Systems staff contributed to the design of the
application as well to make sure that the information on the form
could be electronically scanned into our computers, thereby reducing
errors and minimizing the number of employees needed to process
incoming applications.

Realizing the need to reach our beneficiaries in new ways, SSA
worked to develop alternatives to the traditional paper-based
application. In July 2005, we unveiled the Internet version of the
application located at www.socialsecurity.gov, allowing people to
apply online for help with Medicare Prescription Drug Plan costs. The
online application has been a tremendous success, receiving one of
the highest scores ever given to a public or private sector
organization by the American Customer Satisfaction Index (ACSI).

The percentage of 'extra help" applications we receive through
Internet filing continues to rise. Over the last 4 months, about 20
percent of new applications are Internet filings. This means that, as a
percentage of applications received, the online 'extra help"
application has even exceeded the success of SSA's online
Application for Retirement benefits.

Telephone inquiries were also part of our efforts to make the 'extra
help" application process as simple as possible. We provided
extensive training to assist our teleservice representatives in
answering subsidy-related questions. These teleservice
representatives can refer callers directly to specialized claims-taking
employees who could then take applications by phone. This process
allows individuals calling our 1-800 number to immediately file for the
"extra help."

Social Security developed a computer matching process with the
Internal Revenue Service (IRS) regarding the validation of certain
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income and resource information provided by applicants. This
process was designed to reduce one of the barriers often cited as to
why individuals do not file for means-testing programs. Using this
computer match allowed SSA to build an application process that
would not require applicants to submit proof of resources and income,
as long as the applicant's statement on the application was in
substantial agreement with the computer records.

In summary, although subsidy eligibility determinations are by their
very nature complex, we believe that we have created a simple
application process, which allows individuals to apply for the "extra
help" as quickly and easily as possible, while also taking advantage
of current technology.

I would also note that efforts to improve the "extra help" application
are ongoing. In recent months, for example, we have added fields to
the paper application that allow the applicant to enter the amount of
his or her Social Security benefit. Of course SSA already knows this
information, and the original application instructions stated that the
applicant did not need to supply Social Security benefit amounts. But
our analysis of applications received showed that applicants were
trying to enter the information anyway, and this was frequently
leading to inaccurate application entries and inaccurate eligibility
determinations. In another update, for example, we simplified the
question about filing as a couple and changed the resource amounts
to reflect the 2007 resource limits.

Outreach Efforts

I would now like to turn to the efforts SSA has undertaken to inform
beneficiaries about the "extra help" available for prescription drugs.
Efforts to educate the public about the new, "extra help" program
began almost immediately after passage of MMA, and this outreach
continues today. SSA has worked with CMS and other Federal
agencies, community based organizations, advocacy groups, and
State entities in order to spread the word about the available 'extra
help.'

During the past two years, SSA has held more than 76,000 Medicare
outreach events. We were in the communities - in senior citizen
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centers, pharmacies, public housing, churches - any place in which
we thought senior citizens or the disabled were likely to be found.
Targeted application-taking events were held in Social Security
offices throughout the country, and personal invitations to these
events were mailed to beneficiaries who had not yet applied for the
.extra help," but had been identified as being potentially eligible for
the program.

We also continue to work with States that have their own
pharmaceutical assistance programs, State Health Insurance
Programs, Area Agencies on Aging, local housing authorities,
community health clinics, PDPs, and others to identify people with
limited income and resources who may be eligible for the 'extra help."

Throughout these efforts, SSA's goal has been to reach every
potentially eligible Medicare beneficiary multiple times, in a variety of
ways: for example, by targeted mailings and events, and follow-up
phone calls. And while we are confident we have taken appropriate
steps to reach out to those who may be eligible for the "extra help,"
our outreach efforts are continuing. Because there is no enrollment
period for the "extra help," a Medicare beneficiary can apply at any
time. This means there is no inappropriate time to reach out to our
lower-income beneficiaries, and there is no wrong time for these
individuals to complete an application.

As you know, many estimates have been made as to the size of the
eligible population. But whether there are 300 or 3 million people,
SSA's job is the same - find them. Find them where they live, find
them in the communities where they work, find them in any way we
can. Our message is simple: if you could possibly benefit from this
program, SSA will help you apply.

Mailing of Subsidy Applications and Targeted Outreach

To further explain how this outreach philosophy has translated into
action, I would now like to describe some of the specific routes SSA
has taken to reach our lower-income Medicare beneficiaries.

Although the new Medicare prescription drug coverage did not begin
until January 2006, SSA began mailing applications to individuals
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who were potentially eligible for 'extra help' in May 2005. During the
following three months, we mailed almost 19 million applications. Our
goal was to have as many potentially eligible limited income Medicare
beneficiaries as possible file for the "extra help" before the Medicare
prescription drug program started in January 2006.

We also intended to cast the widest net possible in our efforts to
reach the public. Thus, we sent the 19 million applications to
potentially eligible individuals, even though we knew that not all of
this group would meet the income and resource requirements. Social
Security was only able to use certain data bases to screen the
Medicare population to identify potential eligible individuals who had

income below 150% of the Federal poverty level. This initial effort
allowed us to begin making eligibility determinations for the "extra
help" as early as July 2005.

Just as important as the initial mailing of applications was follow-up
contacts with those individuals who did not return them. We
contracted with a vendor to remind individuals of the availability of the
"extra help" program and to ask if they needed assistance. Of the 9.1
million people who were called by the vendor, 800,000 asked that we
resend applications, and nearly 400,000 requested assistance and
were referred to SSA. In addition, 5 million follow-up notices were
sent because the vendor could not locate a phone number for the
individual (for example, an individual who was displaced by Hurricane
Katrina).

We continue to use Agency mailings to inform the public. For
example, the cost of living adjustment notice sent in November 2005
and again in November 2006 to over 50 million Social Security
beneficiaries, each time, contained information about the new drug
program and the availability of "extra help." In May 2006, our annual
notice to individuals potentially eligible for Medicare Savings
Programs provided "extra help" information to 5.7 million
beneficiaries.

Also, SSA identified approximately 1.5 million disability beneficiaries
who received an "extra help" application mailer, but did not file an
application. We mailed a special follow-up notice to these
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beneficiaries between March 16 and April 11, 2006, explaining to
beneficiaries that they may be eligible for the subsidy, and assuring
them that this would not have an adverse effect on their disability
benefits.

In addition, we personally called over 300,000 beneficiaries, who did
not respond to an "extra help" application mailer, but had previously
applied for and received the $600 assistance under the Medicare
drug discount card, to offer help in completing the "extra help"
application.

Targeted advertising efforts have been coordinated with national
organizations, such as AARP, and targeted outreach events have
been conducted with state organizations such as the Elderly
Pharmaceutical Insurance Coverage (EPIC) program in New York.

In additional efforts to reach specific communities, SSA has
undertaken targeted mailings to beneficiaries with representative
payees, beneficiaries who speak Spanish, Asian-American and
African-American households, and beneficiaries age 79 and older
who lived in zip codes with a high percentage of low income
households. During the period of June through August, 2006,
2.5 million "extra help" applications were mailed to these individuals.

SSA has also made a special effort to reach and reenroll those "extra
help" recipients who have lost "deemed" or automatically eligible
status. As I previously described, some individuals received the
subsidy automatically, by virtue of Medicaid, SSI or MSP eligibility. In
some cases, however, these individuals lose eligibility to these other
programs, and thus their deemed status. Working with the CMS, in
September 2006, SSA mailed more than 600,000 applications with
notices to Medicare beneficiaries who were no longer automatically
eligible for "extra help." To date, more than 230,000 of these people
have reapplied. This is in addition to a number of individuals who
have regained automatic eligibility through reentitlement to certain
State programs. Social Security has just started a pilot to personally
call 10,000 of these individuals who have lost their deemed status
and have not filed for "extra help." The results of the pilot will guide
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our approach in following up with the rest of this population.

In addition to the many specific outreach activities SSA has
performed in the past year, the agency also provides educational
outreach to Medicare attainers - those current Social Security
beneficiaries who turn 65 or reach the 25t month of their disability. If
our records indicate an attainer may potentially be eligible for 'extra
help," SSA sends an application. This means between 120,000 -
130,000 beneficiaries receive LIS applications every month.
Similarly, many individuals call our 800 number or visit our field
offices to conduct traditional Social Security business. We educate
these individuals about the "extra help," and we will take the
application if it is appropriate.

Continuing Success

As of mid January 2007, SSA has received applications from almost
6.1 million beneficiaries, of which almost 1 million were unnecessary,
because either the applicants were automatically eligible or because
they had filed more than one application. We have made over 5.9
million determinations on the eligibility for "extra help" and have now
found more than 2.3 million of these individuals eligible.

Generally, SSA continues to receive between 30,000 - 40,000
applications for "extra help" every week - almost 600 thousand since
the beginning of the fiscal year. This continued level of interest from
beneficiaries - this unexpectedly high amount of applications
received more than one year beyond the program's launch - tells us
our outreach campaign is working.

While SSA has no direct role in assisting individuals in either
selecting or enrolling in PDPs, we have provided instructions to the
field offices on how to make sure those with questions on the new
Medicare prescription drug coverage are directed to the resources
they need. In some cases this means our employees will simply refer
the questioner to 1-800-MEDICARE, or to the beneficiary's PDP
provider, but in other cases it means making a personal call to state
coordinators, reprinting and faxing award notices, and even making
emergency calls to CMS Regional Offices.
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SSA employees across the country are continuing to promote this
valuable benefit. Our job is not completed, and we continue to look
for more ways to reach those eligible for the "extra help" program.

Conclusion

In conclusion, I want to express my personal thanks, to this
Committee for your continuing support for the Agency. As you know,
SSA is operating under a continuing resolution, with funding levels
significantly below the President's request. Moreover, the separate
funding pool that the Congress authorized under MMA during the
prescription drug program's start-up period no longer exists.

This situation means that 'extra help" outreach has to be handled
along with all of SSA's other vital workloads - such as the taking of
retirement and disability claims. However, I can tell you from my own
experience, that the dedicated employees of SSA will continue to do
our very best, not only in administering the low-income subsidy and
premium withholding for the Medicare prescription drug program, but
also in providing our very important traditional services to the
American public.

We look forward to our continued dialogue with organizations,
advocacy groups, and of course, this Committee, as we progress with
"extra help" program efforts.

Thank you and I will be glad to answer any questions you may have.
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The CHAIRMAN. Thank you for your testimony.
Mr. Kocot.

STATEMENT OF LARRY KOCOT, SENIOR ADVISOR TO THE AD-
MINISTRATOR, CENTERS FOR MEDICARE AND MEDICAID
SERVICES (CMS), U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES, WASHINGTON, DC
Mr. KOCOT. Thank you, Chairman Kohl, Senator Smith and dis-

tinguished members of the Committee. I am Larry Kocot. I am sen-
ior advisor to the Administrator of the Centers for Medicare &
Medicaid Services. As you mentioned, Mr. Chairman, I have been
deeply involved in policy development and implementation of Medi-
care Part D.

Yesterday, CMS released the latest enrollment numbers for the
Medicare prescription drug benefit. More than 1.4 million hene-
ficiaries have enrolled in Medicare's Part D program since June
2006, bringing the total number of people with comprehensive pre-
scription drug coverage to more than 39 million.

Over 90 percent of all people eligible for the Medicare prescrip-
tion drug benefit are receiving the prescription drug coverage they
need. Five separate surveys have reported independently that more
than 75 percent of beneficiaries are satisfied with the program.

Without question, Part D has been a positive change to the lives
of Medicare beneficiaries, especially for the people who receive the
Medicare low-income subsidy. One of the main objectives, as you
mentioned, of the Medicare Modernization Act, was to provide the
greatest assistance through access to prescription medication to
those with the greatest need. That is what CMS is doing today.

The low-income subsidy provides substantial help to Medicare
beneficiaries with limited incomes, including a Federal subsidy
ranging from 25 to 100 percent of the monthly premium cost for
qualified plans and minimal cost sharing for covered drugs. Recog-
nizing the importance of this benefit to this vulnerable population,
CMS began taking steps to reach out to beneficiaries with limited
incomes immediately after the bill was signed.

As of today, nearly 10 million low-income beneficiaries are get-
ting comprehensive drug coverage for little or no cost. 6.9 million
were enrolled through our automated processes and an additional
2.3 million enrolled beneficiaries submitted applications that were
approved by SSA.

In comparison with other means-tested programs, the Medicare
low-income subsidy benefit enrollment numbers are impressive.
However, we will not rest until we have reached and assisted every
beneficiary that qualifies and wants to apply for the low-income
subsidy.

With the recently extended special election period that allows
low-income subsidy-approved beneficiaries to enroll through the
end of 2007 without a penalty, these numbers should continue to
grow. Additionally, as Ms. Disman mentioned, of the 632,000 bene-
ficiaries who lost their low-income eligibility status for this year, so
far about 35 percent have regained their eligibility and now qualify
for the low-income subsidy.

People who are receiving the low-income subsidy are very satis-
fied with the coverage they received. According to a recent survey,
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87 percent of dual eligibles-that is, beneficiaries eligible for both
Medicare and Medicaid-who are receiving benefits through Part D
feel peace of mind now that they are enrolled in Part D.

More than nine out of 10 dual eligibles are satisfied. Forty-six
percent of the people who reported skipping or splitting dosages
prior to Medicare's prescription drug coverage say they no longer
have to do so because of Part D.

Nevertheless, as I said, we still need to reach people who may
be eligible, but have not applied for the low-income subsidy. Our
work to identify and enroll these beneficiaries has been a multi-
faceted, continuous effort that did not stop with the end of the first
enrollment period.

Given that many beneficiaries are difficult to reach through tra-
ditional means, CMS has ongoing special initiatives targeting bene-
ficiaries in areas which may be isolated from the general commu-
nity outreach efforts.

We are working closely with over 40,000 partners who have
sponsored and participated in the 12,700 events that we have held
to date. Some of our strongest partners include the organizations
represented here today, the Access to Benefits Coalition, the
Health Assistance Partnership, the National Council on Aging and
our sister agency, the Social Security Administration.

The one-on-one counseling and personalized attention that these
partnerships made possible enabled CMS to reach tens of millions
of people, one person at a time. Another critical component of
CMS's outreach initiatives has been the direct engagement of the
provider community and especially the tens of thousands of phar-
macists who did so much to get this program off the ground.

One year ago, with the startup of the most significant change in
Medicare since its creation in 1965, CMS faced a number of sys-
tems and process issues that, if left unaddressed, would have cur-
tailed some Part D enrollees access to covered drugs.

CMS has worked hard to find and fix the problems and improve
this program, and we will continue to do so. As a result, better
communications between plans and pharmacies, enhancements to
file and data exchange with plans, SSA and the States and other
systems and process improvements, have enabled us to take steps
early to avoid similar issues in 2007. What a difference a year
makes.

Well before the year began, CMS worked with pharmacies and
drug plans to closely monitor the program as it entered its second
year. Though we continue to look for, and we are ready to solve,
any problems that do arise, hundreds of thousands of newly en-
rolled beneficiaries have gone to pharmacies for the first time with-
out a hitch in January.

We continue to see operations run smoothly. Whether it is phar-
macists at the drugstore or beneficiaries filling their prescriptions,
very few of the problems that people encountered at the program's
implementation have been experienced this year.

Thank you, again, Senator, Mr. Chairman, and thank you for
this opportunity to be here with you today. I am happy to take any
questions you might have.

[The prepared statement of Mr. Kocot follows:]
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Testimony of S. Lawrence Kocot
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Centers for Medicare & Medicaid Services
Senate Special Committee on Aging Hearing

"Medicare Part D: Is It Working for Low Income Seniors?"

January 31, 2007

Thank you Chairman Kohl, Senator Smith and distinguished members of the Committee,

for inviting me to discuss how the Medicare prescription drug benefit is working for Low

Income Subsidy (LIS) eligible beneficiaries.

Prescription drugs are key to the delivery of modem medical care and they are essential

to preventing and managing illness, and improving peoples' quality of life. In many

respects, the new Medicare prescription drug benefit (Part D) is probably the single most

important addition to benefits in the history of the Medicare program.

Because of the extraordinary importance of this new benefit, CMS outreach to Medicare

beneficiaries has been unprecedented. Beginning in 2005, Medicare embarked on a

multi-faceted campaign to reach out to not just the potential LIS-eligibles. but to each of

the more than 42 million people with Medicare.

Medicare's partners, including grassroots organizations, local, state and federal agencies,

State Health Insurance Assistance Programs (SHIPs), the faith community, and individual

volunteers sponsored and attended tens of thousands of Medicare events and

opportunities across the country for people to get personalized assistance.

Some of our strongest partners were the organizations represented here today: the Access

to Benefits Coalition (ABC), Health Assistance Partnership (HAP) and the Social

Security Administration (SSA). The one-on-one counseling and personalized attention

these partnerships made possible enabled Medicare to reach tens of millions of people-

one person at a time.
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Medicare made numerous improvements to the way we reached out to beneficiaries and

their families, including harnessing the power of the internet and strengthening call center

capability and capacity.

This ongoing outreach effort has been part of the transformation in the way Medicare

does business, from a bill-paying agency to a real partner in keeping beneficiaries' health.

Moreover, it is working. We are committed to reaching people who may be eligible but

have not applied for the Low Income Subsidy, but it is important to note that today more

than 90 percent of people with Medicare have coverage for prescription drugs through

Part D or another source. Approximately 70 percent of those identified as potentially

eligible for LIS in 2006 are enrolled in Part D. Enrollment in Medicare Part D, and in

particular, enrollment by LIS beneficiaries, is impressive by any measure for a new

public sector benefit program.

CMS has worked equally hard to ensure that once enrolled, people with Medicare are

able to take advantage of their prescription drug coverage without difficulty. In the early

days of the program issues were identified and resolved, and as a result, millions of

people with Medicare have been using their drug coverage effectively, including the

roughly 9.9 million LIS beneficiaries with drug coverage in 2006.

Surveys consistently show over 75 percent of Medicare beneficiaries are satisfied with

their current coverage and drug plans. This includes low-income people, including

beneficiaries eligible for both Medicare and Medicaid, who receive the LIS. According

to a recent survey, 87 percent of dual-eligibles feel "peace of mind" now that they are

enrolled in Part D. More than 9 out of 10 dual-eligibles are satisfied. Many (46 percent)

of the people who reported skipping or splitting dosages prior to Medicare's prescription

drug coverage say they no longer have to under Part D.'

' KRC Research survey for the Medicare Rx Education Network, conducted September 1-7, 2006.
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Overview of the Low-Income Subsidy

Prescription drug coverage is absolutely essential for people with limited incomes. One

of the main objectives of the Medicare Modernization Act (MMA) was to provide the

greatest assistance to those with the greatest need.

The LIS provides substantial help to Medicare beneficiaries with limited incomes: a

federal premium subsidy ranging from 25 to 100 percent of the monthly premium cost for

qualified plans, and minimal cost-sharing for covered drugs.2

Three groups of beneficiaries are automatically eligible for LIS, meaning they do not

have to fill out any sort of application to receive the subsidy:

* Beneficiaries who are eligible for and enrolled in both Medicare and Medicaid

due to their income level-the "dual-eligibles" referred to earlier.

* Beneficiaries enrolled in the Medicare Savings Program. These are the Qualified

Medicare Beneficiaries (QMBs), Specified Low-Income Medicare Beneficiaries

(SLMBs), and Qualifying Individuals (Qls).

* Beneficiaries receiving Supplemental Security Income (SSI), but not Medicaid.

Beneficiaries not falling into one of these categories must apply for the LIS. This means

they must submit an application to their state Medicaid agency or SSA, which is

responsible for verifying income and assets to determine eligibility. Upon receipt of

2 By "qualified plan" we mean a plan with a premium at or below the LIS benchmark. Note that LIS
beneficiaries may select any plan in their service area, but will have to pay an additional premium for plans
that bid above the LIS benchmark. As required by law, the Low-income Subsidy is a means-tested public
benefit. In order to apply and qualify, Medicare beneficiaries generally must meet both an income and
asset test. In 2006, the maximum income to qualify for the LIS was S14,700 for singles with no dependents
or $19,245 for married individuals with no dependents. (Individuals with dependents had higher income
thresholds, and residents of Alaska and Hawaii had lower thresholds). Assets could not exceed $10,210 for
a single person or $20,420 for a couple. As required by statute, these levels were updated for 2007. The
maximum income to qualify for the LIS is now S15,315 for singles with no dependents or $20,535 for
married individuals with no dependents. (Individuals with dependents have higher income thresholds, and
residents of Alaska and Hawaii have lower thresholds). Assets may not exceed $11,710 for a single person
or $23,410 for a couple (this includes $1,500 per person for burial expenses).
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approval from SSA, beneficiaries may begin receiving subsidized benefits. Of course,

these individuals need to be enrolled in a prescription drug plan to get these benefits.

CMS automatically enrolls - or facilitates enrollment - into a plan those beneficiaries

who have been approved for LIS but have not enrolled in a plan on their own.

CMS was extremely successful in enrolling LIS-eligible individuals into Part D plans in

the first year of the program. Of the approximately 13 million beneficiaries CMS

estimates were eligible for the LIS in 2006, nearly 10 million now have coverage for

prescription drugs. Through ongoing outreach that continues even today, CMS built

upon the successes of 2006, with over 300,000 new L!S-beneficiaries enrolled in Par! D

prior to January 1, 2007. With the recently extended special election period that allows

LIS-approved beneficiaries to enroll through the end of 2007 without penalty, these

numbers should continue to grow.

Our work to identify and enroll these beneficiaries is a multi-faceted, continuous effort

that did not stop with the end of the first enrollment period; rather it has been a sustained

and ongoing effort. These potentially eligible LIS individuals continue to be targeted with

a multi-pronged education and outreach campaign that leverages existing information

intermediaries and resources. Initiatives include direct mailings and targeted telephone

calls to beneficiaries, along with local outreach from community groups,

intergovernmental partners, and health care providers, including pharmacists. Given that

many beneficiaries may be difficult to reach through traditional means, CMS has special

initiatives targeting both urban minority beneficiaries, and beneficiaries in rural areas

who may be isolated from general community outreach efforts.
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Reaching out to People with Medicare: Partnership Is the Key to Success

As noted, CMS began preparation for outreach and education on the low-income subsidy

immediately following enactment of the MMA. CMS partners, including grassroots

organizations, local, state and federal agencies, SHIPs, the faith community, and

individual volunteers sponsored and/or attended more than 12,700 Medicare outreach

events providing opportunities for people to get personalized assistance during fall open

enrollment. In addition, the Medicare "Mobile Office Tour" logged more than 70,000

miles to 165 cities with more than 200 stops.

CMS' efforts to reach people who might be eligible for extra help have consistently been

among our highest priorities. Partnerships continue to play a significant role in reaching

the LIS population, and they have been instrumental in providing the one-on-one

counseling and personalized assistance that continues to make Part D a success. CMS is

committed to maintaining open lines of communication and dialogue with our partners in

order to tailor our outreach efforts. One example includes our relationship with SSA, a

partnership critical to reaching the LIS population. CMS collaborated with SSA for

numerous LIS education and outreach events, as well as direct mailings and follow-up

phone calls to potential LIS beneficiaries. We maintain this very close relationship with

SSA in working to continue to identify potential LIS eligible beneficiaries.

In addition, the U.S. Administration on Aging (AoA) has been crucial to both the success

of LIS beneficiary enrollment, as well as the success of Part D in general. Prior to the

open enrollment period, AoA granted a contract to assist with the enrollment of

beneficiaries into Part D. A large part of this contract supported grassroots efforts to

target hard-to-reach populations, especially in minority and disability communities.

Partner organizations included-National Adult Day Services Association, Meals on

Wheels Association, National Alliance for Hispanic Health, and American Association of

Homes and Services for the Aging, just to cite a few.

Also, CMS has worked collaboratively with the USA Freedom Corps and the US

Department of Housing and Urban Development to distribute LIS literature and materials
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to people living in subsidized housing, and the US Department of Agriculture to identify

individuals through the food stamp program who might be eligible for the LIS.

The SHIPs and the Health Assistance Partnership (HAP) that supports them also have

been invaluable partners to CMS in helping LIS eligible beneficiaries. SHIPs in each

state offer local one-on-one counseling and assistance to people with Medicare and their

families. Through CMS funded grants directed to states, SHIPs provide free counseling

and assistance via telephone and face-to-face interactive sessions, public education

presentations and programs, and media activities. Although SHIPs have a diverse

portfolio of health care issues for which they help beneficiaries, the CMS grant provided

to SHIPs directed them to increasingly focus their attention and efforts during enrollment

opportunities on hard-to-reach populations, including the LIS eligible population. SHIP

directors have reported anecdotally that the number of low-income beneficiaries they

serve each year has increased significantly, currently making up 20-25 percent of their

total client base.

Further, SHIPs are expanding their Part D targeted outreach initiatives-especially those

that provide education and expand enrollment opportunities for dual-eligible, low-

income, hard-to-reach beneficiaries, and beneficiaries who lack coverage for their

prescription drug expenses. In support of SHIPs, CMS and HAP are discussing how to

develop ways to coordinate HAP services so that the SHIP network effectively reaches

all populations. Further, HAP convenes monthly informational MMA forums, and has

assisted several SHIPs with volunteer recruitment and training. For instance, they are

working with the Ohio SHIP on a technology tool to better manage volunteers and to

support data entry. They also worked with the Iowa SHIP on a web-based counselor

recertification program and they are currently working with the Maine and Kansas SHIPs

on strategic action plans.

CMS is also grateful for the assistance of the National Council on Aging (NCOA) and

ABC-Rx in supporting our outreach efforts. CMS and AoA worked together to contract

with NCOA to develop an on-line Low-Income Subsidy application service from June

2005 to September 2006. In addition, NCOA received a CMS-funded grant to reach and
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assist beneficiaries in applying for LIS, and subsequently enroll beneficiaries in a plan.

Also, as part of its coalitions - ABC-Rx and Benefits Checkup Rx - NCOA came up

with innovative outreach strategies to find and help people file for the low-income

subsidy.

Another critical component of CMS' outreach initiatives was the direct engagement of

the provider community, and especially the pharmacy community. In our initial effort

that began in May 2005, CMS partnered with chain and independent pharmacies in an

education and outreach program for the Low-Income Subsidy. This effort, which

preceded the implementation of the drug benefit, was designed to provide information to

potential enrollees about the coming Medicare drug benefit and to encourage low-income

beneficiaries to take advantage of personalized help in applying for the subsidy.

Information and assistance was provided in more than 30,000 chain pharmacy stores

across the country. CMS was able to reach and enlist the help of many thousands of

additional pharmacists and independent pharmacies through efforts with state and

national pharmacy associations and buying groups.

The communications between CMS and pharmacies marked the beginning of an

extensive and lasting effort to exchange information and educate the pharmacy

community. During open enrollment, pharmacists held thousands of in-store

informational days, provided medication reviews, offered community presentations and

events, and have helped beneficiaries compare their plan options.

CMS continues to leverage existing relationships with hundreds of community-based

organizations around the country. These include schools, senior-centers, community

centers, and places of worship. Having a unique relationship with the community, these

organizations are able to understand the populations they serve and can best identify their

needs. CMS has also conducted over 1,200 "train-the-trainer" events with local and

national partners on LIS-specific outreach, including SHIP counselors, physicians,

pharmacists, Federal/State/local government partners, and hundreds of community

organizations across the country to reach LIS beneficiaries and provide individual
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guidance. In addition, as natural partners, CMS works in ongoing efforts with physicians,

providers and their staff to provide counseling services and enrollment activities for the

low-income population.

What a Difference a Year Makes: CMS Addresses Systems Issues, Anticipates

Transition Challenges, and 2007 Moves Forward Smoothly

One year ago, CMS was facing a number of systems and process issues impacting some

Part D enrollees' ability to access covered drugs. CMS worked hard to find and fix the

problems, and took significant steps early to avoid similar issues in 2007. We worked

with plans, har..acistand Statto ir...ove data syst=.s i-pacting be.eficimary access.

For example, we facilitated better communications between plans and pharmacies which

resulted in upgrades to pharmacy software systems that will improve messaging between

pharmacies and plans for better customer service. Also, throughout the year, CMS made

a series of systems and process changes and enhancements to improve our file and data

exchanges with plans, SSA and the states to improve performance and accuracy in

beneficiary enrollment and benefits processing.

In September 2006 CMS published a "Readiness Checklist" for all prescription drug

plans, reminding them of their obligations, key dates, and vital tasks to ensure a smooth

annual enrollment season and transition to the 2007 benefit year. The Readiness

Checklist included elements related to call center requirements, complaint resolution,

systems testing and connectivity, data submission and file processing, enrollment

procedures, beneficiary marketing and communication strategies, beneficiary and

pharmacy customer service, and timely payment to pharmacies.

In early November 2006, CMS asked all plans to report back to CMS on their successes

and any problems encountered in accomplishing the tasks on the Readiness Checklist.

The results from this exercise served two important functions: First, it reassured CMS

that the vast majority of plans were fully prepared for annual enrollment and the new

benefit year and that they had successfully interpreted our guidance and requirements.

Second, it identified an area where some plans indeed were having problems - for
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example, some plans reported that they were not able to issue the Annual Notices of

Change (ANOCs) within the timeframe specified by CMS. Using this information from

the Readiness Checklist, CMS was able to quickly implement a strategy to ensure that

beneficiaries who did not receive an ANOC in a timely manner would be granted a

special election period to extend the period of time they had to make a decision about

their 2007 plan choice. |

Each month CMS auto-enrolls or facilitates the enrollment of dual eligibles and or LIS

eligibles into certain prescription drug plans. These plans are sent lists of beneficiaries

each month who are not already enrolled in a plan, and the qualified plan accepts those

beneficiaries as their enrollees. There are special system requirements and processing

needs associated with accepting auto-enrollments and facilitated enrollments. In fall

2006, CMS identified a handful of plans that either would be receiving auto-enrollees and

facilitated enrollees for the first time or would receive a significantly higher volume of

auto-enrollees and facilitated enrollees in 2007 compared to 2006., To ensure that these

beneficiaries would experience a smooth transition to receiving their prescription benefits

through a Part D plan, CMS conducted autoenrollment and facilitated enrollment

readiness audits. These audits were very thorough and examined all of the systems and

other processes plans needed to have in place to successfully process the enrollment

records, communicate with beneficiaries, and provide service. Any plan that was not fully

prepared to undertake this important task was excluded from receiving autoenrollments

and facilitated enrollments.

To ensure a smooth transition for the existing LIS enrolled population specifically, CMS

worked with States and SSA to identify dual, MSP and SSI beneficiaries who would

again automatically qualify for LIS in 2007. Such beneficiaries were "re-deemed" for the

low income subsidy for all of 2007. CMS also anticipated that some beneficiaries

deemed eligible for LIS in 2006 would not be automatically eligible in 2007. After

working with SSA to identify an initial count of 632,000 individuals no longer

automatically eligible for extra help in 2007, CMS and SSA worked together to contact

these individuals by mail, explaining their loss of deemed status, and provided an
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application for LIS with postage paid envelope to apply and qualify for this help through

the SSA application process. It was CMS's goal to ensure that each of these beneficiaries

was aware of their change in status and could take action accordingly.

Additionally, CMS provided information to plans about affected beneficiaries, so they

too could conduct outreach (by phone or mail) to enrollees who would no longer

automatically qualify for extra help in 2007. As states have submitted their monthly data

files identifying duals who have regained their Medicaid eligibility, the number of

beneficiaries no longer automatically eligible for extra help has decreased. CMS

outreach included a September 2006 letter to beneficiaries: guidance to state Medicaid

directors with a list of people who lost LIS down to the zip code level; and technical

assistance to the prescription drug plans - including providing each drug plan sponsor

with a list of affected members in early October. As a result, as of January 2007, roughly

35 percent of people who had lost their deemed status had regained LIS eligibility -

including those who regained their deemed status and those who reapplied and qualified

for LIS with SSA. We expect these numbers to continue to grow throughout 2007.

CMS also anticipated transition issues related to the requirement that plan sponsors must

qualify annually for automatic assignment of dual eligible beneficiaries. Due to the

nature of the annual bidding process and the requirement that dual eligible beneficiaries

be assigned only to plans that submit bids below the regional low-income benchmark

(LIS benchmark), a strong potential existed that many plans qualified to accept auto-

assignment of dual eligible beneficiaries in 2006 might not qualify in 2007 resulting in a

large-scale shift of this population in the new benefit year. Early estimates were that as

many as 3.7 million dual eligibles would be in plans that would no longer have premiums

below the LIS benchmark amount in 2007.

To address this issue, as well as to promote effective competition that builds on the

savings achieved through beneficiaries' plan choices in 2006, CMS implemented a

transitional approach to determining the federal contribution to the drug benefit for low-

income Medicare beneficiaries in 2007. This transition policy resulted in greater stability
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in zero-premium plan options for LIS beneficiaries, thus minimizing the need for

beneficiaries to be reassigned for 2007. In addition, as another key aspect of CMS'

efforts to minimize dual eligible beneficiary movement among plans, CMS is conducting

a demonstration that permits plans with premium increases of less than $2 above the LIS

benchmark for 2007 to qualify to retain their current LIS beneficiaries. In the case of

beneficiaries who changed plans in 2006 after being facilitated into a plan by CMS, CMS

did not randomly reassign the beneficiaries into a new plan for 2007 if the beneficiary

affirmatively elected to stay in their 2006 plan and pay a higher monthly premium (due to

the plan's bid above the 2007 LIS benchmark). In effect, if the beneficiary had

independently chosen that plan for 2006, CMS honored the decision for 2007, allowing

the beneficiary to remain in their 2006 plan. In these cases, plans notified individuals of

their prospective premium increase in 2007 and of their right to change plans.

Thanks to these efforts, fewer than 250,000 individuals needed to be re-assigned

randomly to different prescription drug plans. CMS mailed color-coded (blue) letters to

all LIS beneficiaries who were being reassigned to notify them of the reassignment and

their options for selecting an alternative plan. Plans also mailed notifications, indicating

the enrollee could be reassigned to a different drug plan sponsor for 2007.

Finally, CMS has made important strides to promote a seamless transition for Medicaid-

eligible individuals who are about to attain Medicare eligibility. Beginning in July 2006,

we requested that States submit information to us concerning these individuals in advance

of their Medicare eligibility so that CMS can deem them eligible for the LIS and assign

them to a Medicare Part D plan before the start of their Part D eligibility. This

prospective identification and enrollment process has resulted in the seamless transition

of more than 1 0,000 new dual eligible individuals per month into Medicare Part D

coverage.

Looking Ahead: Reaching the Remaining LIS-EUgibles

Despite all the progress made to date, CMS is committed to doing much more. Working

with our partners, we will continue our outreach and education effort until we are
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satisfied that every beneficiary who might want to apply for LIS can learn about the

benefits and receive personalized assistance to get the most out of their Medicare benefits

at the lowest possible cost.

CMS' partner engagement goals for 2007 strive to make Medicare a permanent

grassroots program. CMS is working with its various partners and key stakeholders in

this evolution, and is increasing proactive outreach. By connecting partners and sharing

resources nationally and in the field, CMS will continue to help people with Medicare

make the most of their benefits through personalized assistance and ongoing outreach.
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The CHAIRMAN. Thank you very much.
More that 600,000 poor seniors are losing the low-income subsidy

that covered nearly all of their drug costs last year. Some may still
be able to obtain extra help, but they need to apply, as we know.
Of the 600,000, how many have reapplied this year and are con-
tinuing to receive a low-income study.

Ms. DIsMAN. Within the Social Security Administration, of the
230,000 that have applied at Social Security, at this point in time
we have 132,000 that have been found eligible of the 191,000 that
we have processed.

The CHAIRMAN. Well, it is my understanding, as you point out,
that these seniors receive letters notifying them that they were no
longer automatically eligible. The question I ask is wouldn't it have
been easier, or simpler, if you had just started the applications for
them and asked them to provide the necessary information to de-
termine their true eligibility, instead of automatically removing
them from the program?

Ms. DISMAN. I will have to yield to my colleague in the Centers
for Medicare and Medicaid Services, since that is within their juris-
diction.

Mr. KOCOT. Well, Senator, as you know, we can only serve bene-
ficiaries who are qualified for the low-income subsidy. Those bene-
ficiaries that did lose some status in MSP or SSI, other than Med-
icaid, once they do drop off those rolls, we are required to have
them apply for the subsidy and qualify for it, so we really have to
have them qualified and applied for.

We are required to get them to provide evidence that they do
qualify, the burden of proof really shifts to them.

The CHAIRMAN. Well, yes. What I have said is wouldn't it have
been better to simply send them the application, along with the no-
tification that they need to reapply?

Mr. KOCOT. Well, Senator, that is exactly what we did. We sent
them a letter telling them that they were no longer automatically
going to qualify and that they should apply as soon as possible and,
in fact, many did.

Ms. DISMAN. The application was with the notice that we wound
up jointly drafting and sending.

The CHAIRMAN. So the application went out with the notification
that they are no longer eligible.

Mr. KOCOT. That is right. That they are no longer automatically
eligible.

The CHAIRMAN. Right.
Mr. KOCOT. It did encourage them. As a matter of fact, many of

these people probably are eligible, but they do have to apply.
Senator, if I might add, we also followed up with plans, and CMS

itself followed up with a lot of different communication, as did a
lot of other outreach groups, pharmacies and plans working coop-
eratively to reach these people one-on-one. We have really taken on
quite a bit of effort to get them to reapply and, as a result, many
have. But this, we acknowledge, is the hardest population to reach
and the hardest population to spur to action, but we will continue
trying.

The CHAIRMAN. Well, with so many who have not been able to
regain their admission to the program, what is it that you intend
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to do to reach them that we haven't done yet? What are your ideas
for improving on your ability to reach these people?

Mr. KOCOT. Well, we are working with many of our partners that
we have been working with over the last 2 years, and many are
submitting ideas to us and we will be working with them to come
up with an action plan to reach the rest of these beneficiaries. As
a matter of fact, Senator, many of these beneficiaries-our experi-
ence doesn't show a large number, but some are showing up at
pharmacies, some are telling us they didn't know.

What we are doing is we are getting them into the process, hav-
ing them apply and working with the plans to take care of their
immediate needs if they are emergency needs. So we are taking
these on a one-by-one, case-by-pase basis so that no one falls
through the cracks.

MS. DIS.MANT. Senator, e have had the opportunity o. the local
level, with the Regional Commissioners, to work with various
States, to help identify these people and to have them file. We are
also personally now going to start calling these people.

Many of them will not qualify, because they have too much re-
sources, but we are really attempting to reach out on a one-on-one
basis, and all of our offices are aware that if anyone comes in and
says that they just realized that they don't have the low-income
subsidy, that they are to take the application, and we actually have
a special procedure between Social Security and CMS to really
track that individual.

The CHAIRMAN. Last year, some seniors opted to have their Medi-
care Part D plan premiums automatically withheld from their So-
cial Security checks. As a result of confusion between drug plans,
CMS and SSA, some seniors had too much money withheld and
will be receiving refunds next month, while others had too little
withheld and are being asked to pay more.

What has been done to ensure that this confusion will not hap-
pen again this year?

Ms. DisMAN. Well, Senator, I am pleased to report that, looking
at the data exchange between CMS and SSA this year, there has
been much improvement. We are looking at new enrollments. It
has been more timely and more accurate. We actually have our
staffs working very closely together, looking at how we hand off
data between each other, looking at all of the various exchanges.
We are all focusing on what the issues are and ways that we can
make improvements.

We are as concerned with the individuals not having the correct
premiums, the impact on their Social Security benefits, and we are
very concerned that it be done in a timely and accurate manner.
We have had a process of us getting the data back to CMS after
they transmit something to us within 2 days, so that we tell them
whether or not it has been successful or there has been a problem
with the data.

So our staffs are extremely focused on that, and it is our commit-
ment to try to really deal with the issue.

The CHAIRMAN. Senator Smith.
Senator SMITH. Thanks, Senator Kohl.
Beatrice, I have heard a number of reports that some bene-

ficiaries have difficulty accurately reporting in-kind contributions
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for the asset test that goes with this benefit. Obviously, given that
misrepresenting assets is a Federal offense, I can understand why
some might be dissuaded from applying.

I wonder if you have any thoughts about how we can make it
easier to report in-kind contributions so this is not an unnecessary
deterrent.

Ms. DIsMAN. Well, Senator, I think as you know, when the legis-
lation was enacted, it really had reference to the Supplemental Se-
curity Income (SSI) program and the various income levels and in-
kind support and maintenance is certainly one of the areas. Any-
thing that can be done to simplify the categories certainly sim-
plifies the application and simplifies the understanding and the ad-
ministrative aspects of it.

We actually try to approach this area of in-kind support and
maintenance by having just one question on the application, by
having the person estimate, by us not verifying the information
and by us setting up a flat amount if it was over a certain amount.
But we did that within the structure of what the statute is at this
point in time.

Senator SMITH. I doubt that beneficiaries are-maybe some, but
many are deliberately trying to misrepresent their assets. But, for
example, for anyone who may be interested in what I am talking
about, for example, if a senior is getting Meals on Wheels, is that
an asset for purposes of the asset test? If so, what kind of value
do you put on it in terms of meeting the qualifications?

Ms. DIsMAN. Well, Meals on Wheels, Senator, is not an asset.
Senator SMITH. OK.
Ms. DISMAN. But I think what you are talking about with the in-

kind support and maintenance is if a relative provides for the tele-
phone bill. Let's say they elect to pay a telephone bill.

Senator SMITH. What I was referring to is in-kind contributions
come in under the asset test, as I understand it.

Ms. DIsMAN. They come in under the income test.
Senator SMITH. OK, so for purposes of the income test, even that,

people don't want to misrepresent it. But what would Meals on
Wheels be for purposes of the income test?

Ms. DISMAN. It wouldn't. Meals on Wheels do not count as in-
come.

Senator SMITH. OK.
Ms. DISMAN. There is a whole list of income that doesn't count.
Senator SMITH. I appreciate the clarification.
Larry, current law waives the cost share requirement for certain

low-income beneficiaries who receive long-term care services in
nursing homes. But, as I stated in my opening statement, those
who receive services in community-based settings, like assisted liv-
ing facilities, don't get that.

My question is, what steps can CMS take to help these bene-
ficiaries with their drug costs until Congress enacts a more perma-
nent solution to the problem?

Mr. KOCOT. Well, as you know, Senator, this is kind of a statu-
tory problem for us in the interpretation of institutionalized bene-
ficiaries. It does not include those facilities that you had talked
about.
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We are doing everything we can to try to facilitate, as you know,
people into the community. For all the right reasons, the reasons
that you had stated, we want to actually incentivize people to use
the assisted living facilities and so forth rather than having to re-
sort to go to long-term care facilities.

Senator SMITH. It doesn't make much sense, does it, that there
is this inherent bias toward one versus the other, when the other
may actually save a lot of money.

Mr. KOCOT. We certainly -agree with you- that the incentives
should be aligned for people to have choices that give them alter-
natives that are other than a long-term care institutionalized set-
ting.

Senator SMITH. But, to be clear, you don't really have a lot of ad-
ministrative elbow room under the current statute?

-ef Tc T A_- 1:1___ n r _Mr. ICOCOT. I don't think we do, Senator.
Senator SMITH. So Congress needs to act.
Mr. KOCOT. We can certainly investigate and report back to you

on what administrative relief we think that we can provide.
We understand your concerns regarding the imposition of cost

sharing on the full benefit dual eligible population enrolled in home
and community-based settings. However, we do! not believe we have
latitude to treat home and community-based recipients as institu-
tionalized for the purpose of the cost sharing exemption.

Senator SMITH. I would appreciate it if you would do that, be-
cause obviously the sooner Congress acts, the better, but the sooner
the Government acts in a general sense, better still.

If you do have any administrative flexibility to get rid of this dis-
tinction, this bias, that is really counterproductive to our own bot-
tom line, I would appreciate knowing what you

Mr. KoCOT. I am not aware of any, but we will get back to you,
Senator.

Senator SMITH. Thank you, Mr. Chairman.
The CHAIRMAN. Senator Craig.
Senator CRAIG. Mr. Chairman, again, I haven't had yet the op-

portunity to publicly say congratulations on becoming the Chair-
man of this Committee. I, sometime back, was Chairman and en-
joyed it a great deal. It can be an extremely valuable tool to do ex-
actly what you are doing today, and I appreciate that.

Let me ask for unanimous consent that my full opening state-
ment be a part of the record.

The CHAIRMAN. It will be done.
[The prepared statement of Senator Craig follows:]

PREPARED STATEMENT OF SENATOR LARRY CRAIG

Mr. Chairman, I know that others have made their statements and we have sev-
eral witnesses who we want to hear from, so I will be brief in my comments. First
of all, Senator Kohl I want to thank you for calling your first hearing as Chairman
about this important issue. There is no question that Medicare Part D has had an
enormous impact on the everyday lives of our seniors.

However, I think it is worthwhile to note that this program has had an incredibly
positive impact on the lives of our seniors. I have to admit that initially I was skep-
tical about the prescription drug program. I ultimately supported it because access
to affordable prescription drugs is vital for our seniors. Since then, I have been
pleasantly surprised at the level of success Medicare Part D has achieved-both in
terms of beneficiary satisfaction and in decreased cost to the federal government.
Recent reports indicate that Medicare Part D enjoys an 80 percent approval rating
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among beneficiaries is saving over $1100 per year in out of pocket costs for medica-
tions.

As for the focus of this hearing-low-income beneficiaries-I think Medicare Part
D has performed well in this respect as well. In May 2006, the Centers for Medicare
and Medicaid Services (CMS) estimated that 3.2 million of 13.2 million persons eli-
gible for low-income subsidies did not have prescription drug coverage through
Medicare Part D or another source. This means that approximately 75 percent of
low-income beneficiaries are receiving prescription drug coverage. When considering
that this population is much more difficult to reach than the general Medicare popu-
lation, it is impressive that the efforts to enroll these individuals in the program
were this successful. CMS and the Social Security Administration (SSA) have taken
steps to further encourage enrollment by these individuals.

I wanted to take a moment to recognize the successes of Medicare Part D, but
I am not under the illusion that the program is perfect. As our witnesses have dis-
cussed in their testimony, there have been problems with implementation, particu-
larly for "dual-eligible" individuals who previously received prescription drugs
through Medicaid. Our witnesses have also highlighted that one source of these
problems are delays in sharing data among CMS, SSA, and private prescription
drug plans.

Unfortunately, these kinds of problems are not unique to CMS and SSA. As
Chairman, and now as Ranking Member, of the Veterans Affairs Committee I have
examined the issues of data sharing between the Department of Defense (DoD) and
the Department of Veterans Affairs (VA). DoD and VA have come a long way in
terms of sharing data in order to better serve our veterans but there is still work
to be done. This is also true of CMS and SSA. Improved data sharing will go a long
way towards resolving many of the difficulties that beneficiaries are currently expe-
riencing. I am hopeful that both agencies recognize the importance of this issue and
are working to improve data sharing.

With that said Mr. Chairman, I want to again thank you for holding this impor-
tant hearing. I want to welcome our witnesses and I look forward to hearing from
them.

Senator CRAIG. But I think in that statement I would be remiss
if I didn't say that Part D is a roaring success. That is coming from
the skeptic that I was thinking, that we could not make it as suc-
cessful as it has become, and today it has nearly an 80-plus percent
favorable rating amongst beneficiaries. For a new Federal stand-up
program, in the short time that it has been in existence, that is a
pretty darn good record.

I know we struggle with trying to be as inclusive as possible, Mr.
Chairman, but there is also a reality, at some point it becomes the
personal responsibility of the individual involved here, because en-
rollment is voluntary. While we can push as much information at
them as possible, sometimes you can't force them to do something
that is voluntarily their responsibility.

Having said that, let me move in this line of questioning. Some
individuals, including both members on the next panel of wit-
nesses, have suggested that SSA be given access to IRS data to tar-
get outreach to low-income beneficiaries.

First of all, how helpful would this be in your attempt to reach
these low-income individuals? Secondarily, if we are going to start
deciding that IRS can now distribute information for purposes of
marketing a voluntary program, isn't that a little bit of big brother
and a step too far?

Beatrice, do you want to tackle that one?
Ms. DisMAN. I will tackle part of it, Senator.
Certainly, I think when we talk about the "extra help" and the

low-income subsidy, I think you know we went to great lengths to
identify the population that might be eligible for the "extra help".
We cast a very wide net to be able to do that.
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Our approach really would be the same, using multiple ways, a
variety of ways of contacting people, whether it be the mailings,
the personal phone calls, the community events, the telephone, the
Internet.

However, having information as to what people's tax information
or pensions and things that we don't have available, would have al-
lowed us to more efficiently target this population.

So, for example, our initial launch was 19 million people that we
sent low-income subsidy applications to. We knew that this was a
very wide net, but because we did not have access to information
that could have given us resource information on individuals or
other kinds of income, we cast such a wide net, not to exclude any-
one.

So it certainly would help to have a more efficient targeting, but
there is sensitivity on using

Senator CRAIG. So you are suggesting that big brother it might
be, but it will be at least an efficient big brother?

Ms. DISMAN. Well, I am also suggesting the sensitivity on using
tax information for non-tax purposes.

Senator CRAIG. I would hope so.
Ms. DISmAN. I really do think that both the Administration and

Congress have to look at it and see what it is. But, certainly from
a programmatic point of view and where I am as operationally ad-
ministrating the program, it would have helped us to be more effi-
cient.

Senator CRAIG. OK. Maybe to both of you, a common problem
that I hear from my constituents about Medicare Part D, and one
that our second panel has cited, is a delay in data sharing amongst
CMS and SSA and private plans. We know that CMS and SSA are
both Federal agencies.

Questions would be, what is being done to make it easier for
these two entities to share information, and what can be done to
improve data sharing between the public and the private?

Mr. KOCOT. Well, Senator, we have come to know quite a bit
about data sharing due to some of the problems that we encoun-
tered last year, and we have done everything that we can to work
with plans to streamline that data sharing. In addition, we have
worked with SSA to streamline data sharing.

But one of the things that is a reality that we face, and not only
with SSA, but also with plans, is that people are real time, but, un-
fortunately, benefits administration is not.

It does take time for data to be collected, for example, from a
plan, and to be transferred to CMS, as in the case of the with-
holding from Social Security. It then has to go to Social Security.
It has to be checked, it has to be verified. If there are problems,
it is sent back and then it is sent back again and then it goes into
a Social Security check, done by the Treasury Department.

So, in that process, not only do you have to have every piece of
data correct and amounts that are correct, but also you have to
have enough lead time so that you can get it into, for example, tak-
ing it out of a Social Security check. You have to have lead time
to get it all confirmed and verified, so there is a time frame built
into any process for benefits administration.
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We are doing everything we can. We have been working hand-
in-hand with Social Security to look at all of their processes, and
all of our processes, to try to streamline and cut out steps along
the way. We have been successful in doing that, and we will con-
tinue to do that.

We have done the same thing between plans and pharmacies,
and we have cut down a lot of that time and we have cut down
a lot of the margin of error that can happen in those processes.
This is a new program. We are learning and we will continue to
learn, streamline and improve.

Senator CRAIG. Thank you.
Thank you, Mr. Chairman.
The CHAIRMAN. Senator Whitehouse.
Senator WHITEHOUSE. Thank you, Mr. Chairman.
I have just come off a very energetic campaign season that lasted

about 2 years. I am from Rhode Island. As you may know, Rhode
Island has the third-highest population of seniors in the Country,
and the only two that are ahead of us are Arizona and Florida,
which are destination States for well-off seniors.

So I would submit that we have the highest population of people
who are likely to be needing the Part D services of any State in
the Country, and I have to tell you that our experience is very dif-
ferent than Senator Craig's in Idaho.

I could not go into a senior center and mention Part D without
hearing hisses and boos spontaneously from the crowd. Over and
over again, I was approached by people telling me stories that were
heartbreaking. A fellow came to one of my community dinners and
his 93-year-old grandmother was going to lose her apartment-she
had been independent her entire life-because she had fallen into
the donut hole and could not afford her medication and her apart-
ment any longer.

Every week we had another heartbreaking story come through
the door. I know that there are people for whom life is better as
a result of Part D. But, at least in Rhode Island, where many sen-
iors gather together at senior centers, live in senior high rises,
there is a lot of concern and sense for those whom the system has
failed, who couldn't fight their way through the extraordinary con-
fusion and profusion of options and gave up, who fell into the donut
hole.

The seniors talk to each other about that, and we have a very,
very contrary experience in Rhode Island. I think "Part D stands
for disaster" was a phrase we heard all the time, and "Part D, they
gave it the right grade," is a phrase that I heard all the time. So
I come at this from a different perspective than, I guess, Idaho
projects.

There are a number of issues that concern me about this, but I
think I really want to hear from you on two.

One is, in terms of outreach, to help seniors who may or may not
have their full faculties with them, fight their way through the
complexity, fight their way through the forms, fight their way
through the asset tests, fight their way though the multiple bur-
densome, confusing, often conflicting mail they are getting from the
Government and the different programs.
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- What is the best way you think that we can streamline this so
people can make a simple up-down decision, or at least maybe two
or three simple up-down decisions to escalate this? That is question
one.

Question two is that, in Rhode Island and I think in many other
States, we had a pharmaceutical assistance program for the elderly
that was State-supported. It is called RIPAE in Rhode Island, R-
I-P-A-E. What happened was that, as soon as Part D went into
effect, the Administration proposed cutting that benefit in half, be-
cause they were being told by the folks involved that the benefit
was going to be far less utilized. The reason it was going to be far
less utilized was that it was an add-on benefit.

When you have got 17 different programs and 17 different
formularies and, at the time, the companies were free to change
the formulary midstream and dumD people off medications that
they had taken the program just to get access to, when you had
that fluid an environment in Part D, there was nothing secure
enough for RIPAE to attach itself to fill the gap. Consequently, the
proposed reduction.

Are you seeing that in other places, where the State additional
benefit is being reduced, or its application has been made a lot
more difficult, as a result of all the complexity of Part D? Is there
a way to recapture the funds from the States and coordinate them
better with the Part D benefit?

So, simplicity and better coordination with existing State pro-
grams would be the two questions I would have for you.

Mr. KoCOT. Would you like me to start?
I think, Senator, it is important to note that there are two parts

to your question, and one is application for the benefit, or enroll-
ment in the benefit, and then application for the low-income sub-
sidy. We will probably want to answer them separately, because I
think you are asking two separate questions.

With- regard to enrollment in the benefit, which I will take first,
we have relied on the outreach, the one-on-one partnership and the
help of many in the community to assist people through the appli-
cation process, understanding their plans and so forth. As a matter
of fact, one of our most active partners, and one of the most suc-
cessful partners, has been one of your constituents, CVS.

They were, early on, an active participant with us in educating
seniors and reaching out to them, holding events at senior centers.
They actually developed a tool to help beneficiaries understand
their choices and define what choice is best for them. They also
were with us early in 2005 as one of the primary organizations that
sponsored low-income subsidy application fairs and reaching out to
all of their applicants, and all of their customers, even prior to the
drug benefit even taking place.

So we have a lot of partners in the community who are working
with us, many very successfully, touching people like no other peo-
ple can, for example, like pharmacists do. People rely and trust
their pharmacists, and we have been utilizing that asset.

You asked a question about better utilizing and better coordi-
nating with State programs, and I want to answer that, but I want-
ed to correct one thing you said. You said that people were switch-
ing formularies midstream. I can tell you that we have a policy and
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no plan can switch a formulary that will have a negative impact
on a beneficiary.

So any plan that is switching formularies midstream and a bene-
ficiary is hurt by that, they have to grandfather those people if
they are in that plan and relied on that plan's information for that
formulary, so we want to hear about it. I don't think that any exist,
but I would like to hear about them, if they do.

Senator WHITEHOUSE. OK, I will follow up.
Mr. KOCOT. In terms of better coordination with the States, cer-

tainly, we can always coordinate better with the States. I haven't
heard, and I don't know the specifics about Rhode Island, but I
haven't heard of any benefit coming less from a State.

Indeed, the whole point of the program was to allow the States
to add on to the benefit that Part D offers so that they could en-
hance their seniors' benefits with qualified SPAPs and other pro-
grams.

So, again, I don't know the specifics of Rhode Island. I would like
to hear more about that, because they should be able to augment
what seniors are getting in Rhode Island, not take away from it.

Senator WHITEHOUSE. Although you can understand how it
might be hard for a State program to provide a supplement to, in
our case, 17 different formularies or even more formularies in other
States, and to those that change on an annual basis.

Mr. KOCOT. Well, actually, Senator, we have a process for States
to work within so that they can utilize the most and get the most
out of the benefit, and we would be happy to work with the folks
in Rhode Island to get them to the same place where I believe it
is 22 other States are with qualified SPAPs.

Senator WHITEHOUSE. We would love that, because obviously we
have got a significant population and a very unhappy one.

Ms. DismAN. Senator, let me address the question about the
"extra help" application and how we can work together to simplify.
But, before I do, let me comment that certainly Social Security has
worked very closely with Rhode Island. Rhode Island itself has
mandatory filing for the "extra help" application, because of their
pharmaceutical assistance program.

So, as a result, our colleagues on the ground in Rhode Island
have been really instrumental in being in the community, and cer-
tainly in being at CVS and we have actually participated in much
of this on-the-ground pharmaceutical and outreach kind of effort.

Senator WHITEHOUSE. Yes, there clearly has been an enormous
effort to try to overcome the hurdles.

Ms. DIsMAN. I think when you look at a program that is very
complex and that really has income and resource requirements that
are tied to the SSI program, that of its very nature becomes a pro-
gram that is more difficult for a beneficiary to understand, as well
as for administration. No matter how we have tried to simplify the
program, certainly there are some difficult concepts in a means-
tested program.

I would say to you that there are many proposals that are on the
table. We certainly have not had an opportunity to look at it or to
look at the cost of the proposals. But, certainly, we would be willing
to work with CMS, as well as with the Committee, to take a look
at what a number of approaches could be.
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Senator WHITEHOUSE. Thank you.
Thank you, Mr. Chairman.
The CHAIRMAN. Thank you, Senator Whitehouse, and we thank

you very much. You have been very informative and helpful, and
we look forward to working with you.

Senator WHITEHOUSE. Thank you.
The CHAIRMAN. We call now our second panel.
Our first witness on this panel will be Howard Bedlin, who is

vice president for public policy and advocacy for the National Coun-
cil on the Aging. National Council on the Aging chairs the Access
to Benefits Coalition, which is comprised of National and commu-
nity-based organizations who are dedicated to ensuring that low-in-
come Medicare beneficiaries have access to needed prescription
drugs at the most affordable cost.

The Access to Benefits Coalition has developed a report on low-
income beneficiaries and the obstacles they are facing in Medicare
Part D. That report is being released today, and Mr. Bedlin is here
to discuss it with us.

The second witness will be Ellen Leitzer. Ms. Leitzer is the exec-
utive director of the Health Assistance Partnership. HAP is an ad-
vocate for the Nation's State health insurance assistance program
and the beneficiaries that they serve. Ms. Leitzer is here to discuss
the challenges HAP has seen in assisting Medicare beneficiaries to
negotiate Medicare's Part D low-income subsidy benefit. She will
also have recommendations on how we can make the benefit run
more smoothly, so we welcome you both here today.

We will begin with you, Mr. Bedlin.

STATEMENT OF HOWARD BEDLIN, VICE PRESIDENT FOR PUB-
LIC POLICY AND ADVOCACY, ACCESS TO BENEFITS COALI-
TION, WASHINGTON, DC
Mr. BEDLIN. Good morning. I appreciate the opportunity to be

here before you. I am Howard Bedlin, vice president for public pol-
icy and advocacy with the National Council on Aging, the nation's
first organization formed to represent America's seniors and those
who serve them.

NCOA also chairs the Access to Benefits Coalition, comprised of
104 National members and hundreds of community-based non-
profits and up to 55 coalitions in 34 States. We appreciate the op-
portunity to testify before you today on improving the Medicare
prescription drug low-income subsidy, or LIS.

Many aspects of the Part D program implementation have been
quite successful, due to the hard work of CMS and SSA and the
Administration on Aging and their private-sector and nonprofit
partners. However, there is still much work to be done on behalf
of those in greatest need of help.

The LIS makes it possible for those who qualify to receive the
most generous prescription drug coverage, with no donut hole, no
deductible and low or no premiums and copayments. However, an
estimated 75 percent of the Medicare beneficiaries still without any
prescription drug coverage are eligible for the LIS. We estimate
that between 35 and 42 percent of those who needed to initially file
an LIS application successfully did so, and also that 3.4 to 4.4 mil-
lion beneficiaries eligible for the LIS are still not receiving it.
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As you mentioned, an immediate concern is the approximately
400,000 beneficiaries who lost their automatic LIS eligibility and
still need to apply. Because this problem will reoccur every year,
it is important to minimize potential harm for this population.

As Congress considers improvements in the Medicare Moderniza-
tion Act and drug program this year, priority should be given to
helping those vulnerable beneficiaries in greatest need. We would
appreciate this Committee's support and recognition that it will re-
quire a robust and sustained effort to assist those remaining low-
income beneficiaries.

The promise of MMA will not be fully realized until we invest in
cost-effective strategies to find and enroll all of those people who
are eligible for, and not receiving, the extra help available.

We have tested and analyzed various approaches for increasing
enrollment in the LIS and other needs-based benefits, and four
cost-effective strategies have emerged.

First, use comprehensive, person-centered approaches, rather
than focusing on a single benefit.

Second, invest in the aging network and trusted community-
based organizations that can create broad-based coalitions.

Third, promote the use of online tools that can screen for mul-
tiple benefits and directly file applications.

Fourth, encourage States to use cross-matched lists people al-
ready enrolled in other public benefits to identify eligible individ-
uals.

We are pleased to issue a new report today titled, "The Next
Steps: Strategies to Improve the Medicare Part D Low-Income Sub-
sidy." Copies of the report have been provided to the Committee
and can be found on our Web site. We request that the full report
be included in the hearing record.

I want to highlight briefly eight specific, largely non-controver-
sial, in my view, relatively inexpensive legislative recommendations
from the report that we urge Congress to consider and take action
on this year to help our Nation's most vulnerable low-income sen-
iors in greatest need.

I want to thank you, Mr. Chairman and Senator Smith, for the
interest and support that you expressed in your opening state-
ments on several of these recommendations. We really look forward
to working with you on them.

First, we believe we should eliminate the low-income subsidy
asset eligibility test. It is the single most significant barrier to the
LIS, as it penalizes retirees who did the right thing, by saving to
create a modest nest egg to provide security in their old age. This
is also a cost-effective way to fill the donut hole for many of those
in greatest need.

Second, Congress should appropriate funds to support the most
efficient and effective ways to find and enroll LIS eligibles. First-
year funding of $4 million, we believe, is needed to begin the work
of a new National Center on Senior Benefits Outreach and Enroll-
ment that was recently reauthorized under the Older Americans
Act. The center would apply lessons learned and use cost-effective
strategies, create and support State and local benefits enrollment
centers, maintain and update Web-based decision support tools, de-
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velop an information clearinghouse on best practices and provide
training and technical assistance.

Third, permit beneficiaries to apply for LIS at any time, without
penalty. More time is needed to find and enroll those still eligible
for the extra help. Under Medicare Part B, low-income beneficiaries
can enroll any time and are exempt from premium penalties. Medi-
care Part D rules should be consistent with Part B rules.

Fourth, improve the LIS application form by eliminating ques-
tions on the cash surrender value of life insurance and in-kind sup-
port and maintenance, which Senator Smith mentioned.

Fifth, index all LIS cost sharing by the Consumer Price Index,
not prescription drug costs, so the contributions will not be increas-
ingly unaffordable for those least able to pay.

Sixth, permit SSA to access IRS tax filing data to better target
outreach efforts while r-co6.-;zi..ng privacy concerns. Tall
Senator Craig is no longer here, because there are some good prece-
dents for this in the Medicare law now.

Seventh, do not count the value of the LIS when determining
benefit levels for other needs-based programs.

Finally, do not count savings in 401(k) plans when determining
LIS asset eligibility.

In conclusion, now that the first year of the Medicare Part D pre-
scription drug program has ended, we can look back and see what
worked and where improvements are needed for low-income bene-
ficiaries. We are grateful for the hard work of CMS and SSA in im-
plementing Part D and their continued dedication to the low-in-
come subsidy.

But to fulfill the promise of the prescription drug benefit for
those in greatest need, the public and private sectors should invest
in evidence-based, cost-effective outreach and enrollment efforts
and Congress should enact legislation this year that includes the
recommended changes to the program that we have outlined.

Thank you. I am happy to provide more detail on these rec-
ommendations or answer any questions.

[The prepared statement of Mr. Bedlin follows:]
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I am Howard Bedlin, Vice-President for Public Policy & Advocacy at the

National Council on Aging (NCOA) - the nation's first organization formed to represent

America's seniors and those who serve them. Founded in 1950, NCOA's mission is to

improve the lives of older Americans. Our programs help the nation's seniors improve

their health, find jobs and job training, discover meaningful opportunities to contribute to

society, enhance their capacity to live at home, and access public and private benefit

programs. Our members include senior centers, area agencies on aging, faith-based

service agencies, senior housing facilities, employment services, and consumer

organizations. NCOA also includes a network of more than 15,000 organizations and

leaders frg servie organizations, academia, business and labor who support our

mission and work. On behalf of NCOA and those we represent, I appreciate the

opportunity to testify before this Committee today on the Medicare Part D Low-Income

Subsidy program (LIS).

NCOA chairs the Access to Benefits Coalition (ABC),' comprised of national and

community-based organizations dedicated to ensuring that Medicare beneficiaries with

limited means know about and make the best use of resources available to access their

needed prescription drugs and reduce their prescription drug costs. There are 104 national

ABC members, including aging and healthcare organizations such as AARP, the National

Alliance for Hispanic Health, and the Catholic Health Association of the U.S.; national

charities such as Easter Seals; and groups representing patients and caregivers such as the-

Alzheimer's Association and the National Alliance for the Mentally 111. In addition,

faith-based and multicultural groups such as the National Council of Churches USA and

the National Asian Pacific Center on Aging are committed to finding and enrolling low-

income beneficiaries in the LIS. Established in 2004, the Access to Benefits Coalition has

involved hundreds ofcommunity-based nonprofits through 55 local coalitions in 34 states

and the District of Columbia, in educating and enrolling tens of thousands of

beneficiaries in the Part D LIS and other prescription savings programs.

I wwW.accesstobenetits.org
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ABC and its network of local organizations use powerful web-based tools such as

NCOA's BenefitsCheckUp decision support tool2 and the Medicare Plan Finder3 to help

beneficiaries-as well as family caregivers and organizations who wish to assist them-

to understand, apply for, and enroll in public and private prescription savings programs.

BenefitsCheckUp also helps determine if individuals qualify for the Medicare Part D

Low-Income Subsidy or other prescription savings programs with application forms

available on the site, or enabling users to apply on-line for some of the benefits.

As the Committee is aware, NCOA supported the Medicare Modernization Act in

2003. The primary reason for our support was the generous extra help provided to low-

income beneficiaries in greatest need, including coverage through the "doughnut hole".

We believe several major aspects of Part D program implementation to date have been

quite successful - with approximately 90% of Medicare recipients now having coverage,

providing choice to consumers, and containing plan costs. However, there is still much

work to be done on behalf of LIS eligibles. l-IHS has estimated that at least 75 percent of

the Medicare beneficiaries still without any prescription drug coverage are eligible for the

Low-Income Subsidy.4

Much of NCOA's focus in promoting successful program implementation

has been on the need to improve access to the benefit for low-income

beneficiaries. NCOA estimates that between 3.4 and 4.4 million Medicare

beneficiaries eligible for the LIS are still not receiving it. We also estimate

that between 35 and 42 percent of Medicare beneficiaries who needed to

voluntarily file an application with SSA in 2005 and 2006 to receive LIS have

successfully done so (2.2 million out of 5.2 or 6.2 million). By historical

standards, this take-up rate is in line with other means-tested federal benefit

programs [See Table below]. On the other hand, it also means that 58 to 65

percent of all Medicare beneficiaries who were eligible for LIS and who had

to apply to get LIS are not now receiving the benefit.

2 www.benefitscheckupi.ora

3 www Nledicarc gov
4 Statement of Michael Leavin, Secretary of U.S. Department of Health & Human Services, May 2006.
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It is important that Congress not rely on the historically low enrollment rates for

other needs-based benefits programs when judging the success of the Medicare Part D

program. Congress should raise expectations for both the Part D Low-Income Subsidy

and all other needs-based benefits programs to ensure that low-income seniors and people

with disabilities receive all the benefits for which they are eligible. Participation in

available benefits programs will improve the overall health and quality of life for those in

greatest need, allowing them to remain healthy and independent for as long as possible.

Participation Rates in LIS and Other Needs-Based Benefits Programs

100%

80% -
68%

60%- 53%

42%
40% -: 33% 30%

20% 13%

0%-
Earned income SSI( elderly) Part D LS QM9- Food Stamps SLMB-~

Tax Credit Inon-deemed, (elderly)
(elderly) non-dual)'

rA ange of 35 to 42% is included for the Part D LIS because there are different estimates provided by
CMS (13.2 million) and CBO (14.2 million) on the total number of Medicare beneficiaries eligible for LIS
and, therefore, there are different estimates of the number of non-deemed, non-duals eligible for LIS.
'* The Qualified Medicare Beneficiary program is a Medicare Savings Program (MSP) that provides
premium and cost sharing assistance for beneficiaries with incomes below too percent of the FPL.
" The Specified Low-Income Medicare program is a MSP that provides premium assistance for
beneficiaries with incomes between 100-120% of the FPL.

Another issue of concern involves individuals who have lost their automatic

eligibility for LIS. In September 2006, CMS announced that there were approximately

632,000 people who had been automatically receiving the LIS in 2006, but who were at

risk of losing their deemed LIS status in 2007. These are people who lost their Medicaid,
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MSP, or SSI coverage at some point during the year. In order to continue to be eligible

for LIS in 2007, these people would need to voluntarily file an LIS application or regain

their eligibility for the Medicaid, MSP or SSI programs. According to the most recent

figures available, we understand that roughly one-third of the 632,000 either regained

their deemed status or successfully applied for LIS. Therefore, we estimate that

approximately 400,000 beneficiaries lost their LIS benefit and still need to apply for LIS

this year.

Many of these 400,000 beneficiaries will be spending far more out-of-pocket for

their prescription drugs than they did last year. For example, many may be paying a

deductible for their drugs for the first time. Anecdotal reports indicate that many plans

have granted a 60-day transition period, so a large number of these beneficiaries will not

likely find out that they have lost their ULS benefit until March. We urge plans, CMS,

and advocates to devote specific, additional resources to working together to contact this

vulnerable and help them apply for LIS. Because this problem will reoccur every year, it

is especially important to minimize potential harm to this vulnerable population.

NCOA has developed programmatic and legislative recommendations for

reaching and enrolling vulnerable, low-income beneficiaries and we would appreciate the

Committee's support and recognition that it will require a robust and sustained effort to

find the remaining beneficiaries and help them sign up for the LIS. The promise and

potential of the Medicare Modernization Act will not be fully realized until we invest in

cost effective strategies to find and enroll all of the people who are eligible for and not

receiving the Extra Help available to them.

Cost Effective Strategies for Enrolling Beneficiaries in Needs-Based Benefits

Over the past three years, the NCOA, the Access to Benefits Coalition and the

Benefits Data Trust (BDT) 5 have been testing a variety of strategies for increasing

enrollment in the LIS and other key public benefits. Various pilot projects have been

funded primarily by The Commonwealth Fund, The Atlantic Philanthropies, the Center

Benefits Data Trust (BDT) is a charitable organization established in 2005 by NCOA and the
Foundation to Benefit Our Seniors specifically to use sophisticated list strategies and specialty call

center response to increase enrollments in public benefits.
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for Medicare & Medicaid Services (CMS), and Kaiser Permanente. Key findings and

supporting documentation are attached to this testimony in an Appendix.

Over the past year, four evidence-based strategies have emerged that are particularly

cost-effective for finding and enrolling Medicare beneficiaries in the LIS:

1. Use comprehensive, person-centered approaches to outreach and enrollment

(rather than focused solely on a single benefit).

People who are eligible for one means-tested public benefit are highlv likely to

also be eligible for, but not receiving other key public benefits. Many people who are

applying for LIS are also eligible for other public benefits and vice versa. For

example, 71 percent of those found who screened eligible for the LIS through online

technology also screened eligible for and are not now receiving MSP benefits [See

Appendix -Figure I].

A major benchmarking study by The Bridgespan Group and NCOA examining

more than 30 different single-benefit outreach and enrollment projects shows that,

consistently, about 55% of the total costs per enrollment are related to identifying

qualified individuals and persuading them to apply and 45% of the costs relate to

actual assistance with applications [See Appendix - Figure 2]. Because most federal

agencies are limited by statute and/or practice from conducting outreach for more

than a few benefits (e.g., USDA conducts Food Stamps outreach; SSA conducts LIS

and SSI outreach; CMS conducts MSP outreach), the government is incurring the

same costs of identification and persuasion over and over again.

2. Invest in the aging network and trusted, non-profit community-based

organizations that can create broad-based networks to efficiently connect

people who are like eligible for LIS to enrollment specialists who will help

them apply for the benefit.

The "aging network" and other community-based non-profit organizations

are well-suited to find and enroll low-income Medicare beneficiaries but need the

resources be able to find the remaining population who is harder-to-reach and in need

of application assistance. The per-enrollment costs of community-based efforts range

between $30 and $280 depending on the approaches, how they are implemented and
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the populations targeted [See Appendix - Figure 3]. A particularly cost-effective

approach seems to be to create referral networks in which key organizations (such as

drug stores, health plans, health centers, social service agencies, etc.) efficiently refer

people seeking assistance and likely eligible for LIS to specialty enrollment centers.

Ideally, there will be "warm transfers" (i.e., the "real-time" transfer of a person who

has been identified as needing assistance with paying for medications) to the

enrollment centers [See Appendix - Figure 4].

3. Promote the widespread use of person-centered, online screening and

enrollment services (such as the BenefitsCheckUp) that enable consumers

and organizations to screen for multiple benefits and directly file LIS

applications; and,

The BenefitsCheckUp, which is supported by foundations and corporations,

served 232,000 clients in 2006 and its consumer edition (serving people and/or their

caregivers directly accessing the site) is currently producing enrollments in major

public benefits at a cost of $15 per benefit. If the online service was sponsored and/or

promoted by government, it could reach and serve many more people and would

likely achieve enrollments for $7 - $10 per major benefit [See Appendix - Figure 5].

4. Encourage states to work across departments and use cross-matched state

lists of people already enrolled in other public benefits to identify individuals

eligible for and not receiving LIS.

Cross-matching state lists of people enrolled in other public benefits has resulted

in particularly higher percentages of people who apply for and, ultimately receive,

other benefits. The experiences of the State of Pennsylvania Department on Aging

are particularly compelling and should be replicated in other states.

Recommended Changes to the Medicare Part D Low-Income Subsidy Program

The following recommendations are highlights from a report titled The Next

Steps: Strategies to Improve the Medicare Part D Low-Income Subsidy issued today by

the Access to Benefits Coalition and NCOA. Copies of the report have been provided to
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Committee members. The report is being distributed this morning at the hearing and can

also be found on our website at: www.ncoa.org and www.accesstobenefits.org. We

request that the full report be included in the hearing record.

Recommended Legislative Changes

* Eliminate the asset test because it is the single-most significant barrier to the

Part D LIS for low-income seniors and people with disabilities. Of the LIS

applications filed with SSA, 41 percent are denied because the person is over the asset

limits.6 According to the Congressional Budget Office, an estimated 1.8 million Medicare

beneficiaries with incomes below 150 percent of the Federal Poverty Level (FPL) will

not qualify for the additional assistance because their assets exceed the amount currently

allowable.7

People who manage to save a modest sum for retirement and still have very

limited incomes should be encouraged and rewarded, not denied the extra help that they

need. Half of the people who fail the asset test have excess assets of $35,000 or less.8

These people tend to be older, female, widowed, and living alone. Often when the

husband dies, the wife's income is significantly reduced, but she still has the modesf

assets that were accumulated during the marriage.9

In addition, the asset test is inherently discriminatory against people who rent

their homes, instead of own them. People who own their home-regardless of its value-

but have limited incomes can qualify for the Low-Income Subsidy. However, people who

rent their home and have $20,000 in the bank to pay future rent or other expenses are

disqualified from the program regardless of their low income.

Eliminating or increasing the asset limit amount for the Low-Income Subsidy

would make the benefit available to significantly more low-income people who

'Statement of Cheri Arnon, Associate Commissioner for External Affairs, Social Security Administration
at the 2007 Families USA Conference on January 25, 2007.

http://www.cbo.gov/ftpdocs/48xx/doc48 14/ 11-20-McdicarcLetter2.pdf (Accessed July 6, 2006)
Rice, Thomas and Desmond, Katherine. "Low-Income Subsidies for the Medicare Prescription Drug

Benefit: The Impact of the Asset Test." The Henry J. Kaiser Family Foundation, April 2005.
9 See Rice article at footnote 39.
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desperately need additional assistance with paying for their prescription drugs. This is

also a cost effective way to fill the "doughnut hole" for many of those in greatest need.

* Enact legislation to make the LIS Special Enrollment Period (SEP) and

waiver of the Late-Enrollment Penalty (LEP) permanent. We applaud CMS for

creating SEPs to permit beneficiaries to apply for the LIS and enroll in a plan without

experiencing a premium penalty after the May 15, 2006, deadline until the end of 2007.

However, we urge Congrcss to enact legislation that would make both the LIS SEP and

waiver of the LEP permanent.

Under Medicare Part B,10 low-income beneficiaries eligible for Medicare Savings

Programs'' can enroll any time and are exempt from premium penalties. This is not the

case under Medicare Part D. Treatment of the most vulnerable seniors and people with

disabilities should not vary so significantly within Medicare programs. The Part D rules

should be made to be consistent with the Part B rules.

Finding and enrolling the LIS population will take time, as evidenced by take up

rates in other needs-based benefits. Low-income beneficiaries are least able to afford

premium penalties, and if they are subject to financial punishment, they will never apply

for the prescription drug assistance they need. To meet this continuing challenge, we

need to reduce barriers, not impose them. Without both a permanent enrollment period

and elimination of the Late-Enrollment Penalty, efforts by government agencies, national

organizations, and local nonprofit groups to find and enroll LIS-eligible individuals will

be thwarted. Failure to permanently extend the SEP and waive the LEP would effectively

ensure that there will be no more progress made in helping low-income seniors and

people with disabilities-a result that is wholly unacceptable.

'0 Medicare Part B is medical insurance that pays for doctor's services and other costs that are not paid
under Medicare Part A (hospital insurance).

Medicare Savings Programs (MSPs), include Qualified Medicare Beneficiary, Specified Low-income
Medicare Beneficiary, and Qualified Individual programs. Each MSP program has specific income
eligibility limits and to be eligible, a person's resources cannot be more than twice the SSI resource limit.
Individuals eligible for any of these programs are deemed eligible for the full LIS. MSPs are administered
by state Medicaid agencies and pay for the Medicare Part B premium; the QMB program covers Medicare
cost-sharing, as well.
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0 Appropriate funds to support organizations that use a person-centered

approach to outreach, which has been shown to be one of the most efficient and

effective ways to find and enroll LIS eligibles. Finding and enrolling seniors and

people with disabilities with limited resources in needs-based benefits programs has been

a significant challenge for many years. We know that reaching everyone in this special

population will take a great deal of time and energy. We strongly recommend that

additional financial resources be made available to support national organizations and

local community-based organizations, so they may continue the important grassroots,

one-on-one work they have been doing during the initial enrollment period.

The Access to Benefits Coajition report Pathways to Success: Meeting the

Challenges of Enrolling Medicare Beneficiaries with Limited Incomes (2006) states that

the most effective projects involved in the study used a one-on-one "person-centered"

approach. 12 The study found that the average cost is approximately $100 per enrollment,

although it may be somewhat higher as the remaining LIS beneficiaries are the most

difficult to find. We strongly encourage SSA and CMS to fund programs that have a

person-centered approach to finding and enrolling LIS eligible seniors and people with

disabilities.

The Older Americans Act (OAA), which was reauthorized last October, created a

new National Center on Senior Benefits Outreach and Enrollment. In §202 of the OAA,

the Assistant Secretary of HHS is authorized to establish a National Center that will:

* Maintain and update Web-based decision support and enrollment tools and

integrated, person-centered systems designed to inform older individuals about

the full range of benefits for which the individuals may be eligible under federal

and state programs;

* Utilize cost-effective strategies to find older individuals with greatest economic

need and enroll the individuals in the programs;

* Create and support efforts for Aging and Disability Resource Centers and other

public and private state and community-based organizations, including faith-

The most effective projects in this study used a one-to-one 'person centered' approach-one that
provides personalized assistance from a trusted source, and takes a 'holistic' approach to the individual
being enrolled." The Bridgespan Group, 2005.
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based organizations and coalitions, to serve as benefits enrollment centers for the

programs;

* Develop and maintain an information clearinghouse on best practices and cost-

effective methods for finding and enrolling older individuals with greatest

economic need in the programs for which the individuals are eligible;

* Provide, in collaboration with related federal agency partners administering the

federal programs, training and technical assistance on effective outreach,

screening, enrollment, and follow-up strategies; and

* Play a critical role in finding and enrolling the remaining seniors and people with

disabilities who are eligible for, but not yet enrolled in, the Low-Income Subsidy.

Now that the National Center has been authorized, we urge Congress to appropriate

$4 million in initial funding so that its work can begin and low-income seniors and

people with disabilities across the country can be enrolled in the LIS and other needs-

based benefits programs.

* Do not require information about the cash surrender value of life insurance

policies when determining LIS eligibility. We have received a great deal of support

from local ABCs for removal of the cash surrender value question from the LIS

application. Beneficiaries often do not have this information and paperwork readily

available, and they do not know how to get the information. Seniors and people with

disabilities often plan for their families to use their life insurance benefit to pay for their

final expenses-and thus they often are not willing to cash in their life insurance now and

place an additional burden on their family members upon their death.

* Do not take the value of in-kind support and maintenance (ISM) into

consideration when determining eligibility for the LIS. ISM can include the market

value of food, rent, mortgage payments, real property taxes, heating fuel, gas, electricity,

water, sewerage, and garbage collection fees given to the recipient by a third party. Our

ABCs report that it is difficult for applicants to estimate the amount of in-kind support as

it generally changes from month to month. The unrealistic level of detail involved in
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calculating the value of in-kind support and maintenance is likely resulting in potentially

eligible beneficiaries not filing LIS applications.

* Do not count funds in retirement savings plans such as 401(k) accounts as

assets, but do count distributions from such plans as income. For the majority of

people who are not covered by traditional defined benefit pension plans, the resources in

their 401 (k) and other retirement savings accounts represent their only retirement savings.

Periodic distributions during retirement from 401(k) accounts often constitute the only

income people have to supplement their Social Security benefits.

.-lo-wever, Social Security does not consider a person's pension (defined benefit

plan) to be an asset when determining LIS eligibility. Pensions are only counted to the

extent that a person is actually drawing money from them. Forcing people to cash in their

401(k) plans to become eligible for LIS is a disincentive for people to save for retirement.

As with traditional pension plans, distributions from 401(k) plans should be treated as

income, but-the funds in the account should not be treated as assets. Treating the two

retirement vehicles differently is inconsistent and unfair to people whose primary planned

retirement source is a 401(k).

* Index the co-payments and deductibles for people between 100 and 150

percent of the Federal Poverty Level to the Consumer Price Index (CPI-all items,

U.S. city average), as it is more reflective of cost increases and, therefore, more

closely mirrors beneficiaries' ability to pay. LIS-eligible people with incomes below

100 percent of the FPL will have their prescription drug cost sharing increased in 2007

according to the CPI (all items, U.S. city average).' 3 Social Security implemented a cost-

of-living adjustment of 3.3 percent in 2006'4 that corresponded to the CPI increase in that

same year.

13 See §1860D-14(a)(4)(A)(i) of the Social Security Act. "The dollar amounts applied under paragraph
(1 )(D)(ii)-(i) for 2007 shall be the dollar amounts specified in such paragraph increased by the annual
percentage increase in the Consumer Price Index (all items; U.S. city average) as of September of such
previous year." hrtp:H/www.ssa.yov/OP Home/ssactftitlel /1860DI4.htnm (Accessed January 16, 2007)
'4 SSA Cost of Living is generally equivalent to the Consumer Price Index for Urban Wages Earners and
Clerical Workers (CPI-W). http://www.ssa.gov/OACT/COLA/colaseries.httnl (Accessed June 6, 2006)
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However, for LIS-eligible beneficiaries with incomes between 100 and 150

percent of poverty, their cost sharing is increased according to the percentage increase in

average per capita aggregate expenditures for covered Part D drugs, without regard to the

amount of Social Security benefit increases. 15 For example, Part D co-payments for this

group increased in 2007 at a rate of more than twice the CPI, from $2.00 to $2.15 for

generics and from $5.00 to $5.35 for brand name drugs. 16 Therefore, the value of the

benefit for people between 100 and 150 percent of the FPL diminishes significantly over

time.

The co-payments and deductibles for people with incomes between 100 and 150

percent of FPL should be indexed to the CPI in the same way it is for people with

incomes below 100 percent of FPL, to ensure that people can continue to afford their

prescription drugs.

* Require the Internal Revenue Service (IRS) to assist SSA with tax-filing-data,

providing SSA with the names of Medicare beneficiaries who are likely eligible for

the LIS to better target outreach efforts, while recognizing privacy concerns.

Currently, SSA does not have access to crucial IRS data that would allow it to better

target its outreach for the Part D LIS. IRS data are used only for the purpose of verifying

income and asset levels after an LIS application has been filed. The Administration

should encourage the sharing of information more effectively among federal agencies for

the purpose of reaching out to more potential LIS beneficiaries.

The Department of H lealth and Human Services Office of the Inspector General

issued a memo to CMS on November 17, 2006, expressing concern that CMS and SSA

need more effective ways to identify potential LIS-eligible people.'7 The memo points

out that data sharing among CMS, SSA, and the IRS already occurs under the Medicare

'5 See §1860D-2(b)(6) of the Social Security Act. "The annual percentage increase specified in this
paragraph for a year is equal to the annual percentage increase in average per capita aggregate expenditures
for covered Part D drugs in the United States for Part D eligible individuals, as determined by the Secretary
for the 12-month period ending in July ofthe previous year using such methods as the Secretary shall
specify." http://www.ssa.gov/OP Hoine/ssact/titlelS/1860D02.htm(Accessed January 16, 2007)
' CMS Letter (Center for Medicaid and State Operations, Disabled and Elderly Programs Group) to State
Medicaid Directors, December 18,2006. http://www.cms.hhs.eov/smdl/dowiiloads/SMD121806.odf
(Accessed January 16, 2007)

7 Department ofHealth and Human Services, Office ofthe Inspector General, November 17, 2006.
littp://www.oi, .th1s.aov/oei/reports/oei-03-06-00I20.pdf(Accessed November 28, 2006)
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Secondary Payer Program pursuant to § I 862(b)(5) of the Social Security Act, enacted by

the Omnibus Budget Reconciliation Act of 1989. 8 In 2007, SSA will use information on

gross income from prior tax filings to implement an income-related system for Part B

premiums for individuals earning more than $80,000. Congress should enact legislation

that would allow CMS and SSA to access critical income and resource data contained in

IRS files, thereby allowing them to more accurately identify potential LIS eligibles. This

information would allow these agencies to target their outreach efforts and would result

in increased enrollment in the LIS program. It is important that this sharing of data be

done in a way that safeguards the privacy of the individual beneficiaries.

* Mandate that prescription drug LIS assistance should not be counted when

determining eligibility for other needs-based programs. The Part D LIS provides

significant financial assistance to low-income Americans in paying for needed

prescription drugs. The effect of the Part D LIS is compromised, however, when

reductions are made in other needs-based assistance due to receipt of the LIS benefit.

Forcing seniors and people with disabilities to choose between the immediate need that

they have for their Section 8 housing and food stamp benefits and what they may

perceive to be a more long-term need of their prescription drugs undermines the basic

tenets of the LIS benefit. Congress should pass legislation to ensure that beneficiaries do

not lose other needs-based benefits, such as food stamps, Section 8 housing, and

Medicaid Medically Needy coverage on account of receiving LIS benefits.

Recommended Administrative & Regulatory Changes

* Make all outreach materials, instructions, applications, and subsequent

correspondence from SSA available in at least three additional languages: Russian,

Chinese, and Vietnamese. If the SSA budget allows, translate the LIS application

into other languages frequently requested at SSA.' 9 While we recognize that SSA has-

18 According to the OIG memo, the sharing of information aniong these agencies is known as the
"IRS/SSAICMS Data Match."
is Other commonly requested languages at SSA include, among others: Korean, Arabic, Armenian, Farsi,
and Haitian-Creole. http://www.ssa.eov/multilanvuase/LEPPlan2.htm (Accessed July 6, 2006)
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undertaken tremendous efforts to reach out to non-English speaking populations by

making instructions and outreach materials in different languages, we are hopeful that

SSA can continue this effort by working to make the application available in at least three

additional languages-Chinese, Russian, and Vietnamese. SSA has made the application

and instructions available in Spanish, and we are hopeful that it will do this for the other

three most-requested languages at SSA for Retirement Claims.

We understand that SSA has gone to great efforts to develop their optical

scanning process to ensure an efficient application process. While we acknowledge that

during the initial enrollment period, this has expedited the application process and

reduced administrative costs, the need to make extra, specialized efforts to find and enroll

the remaining, particularly difficult-to-reach population supersedes these concerns.

Specifically, the benefit of making the LIS application available in the most frequently

requested languages (other than English and Spanish) outweighs the additional time it

may take to manually process these LIS applications.

Have each SSA field ofice employ at least one dedicated worker specifically

assigned to process LIS applications, benefiting both the applicants and Social

Security by streamlining the application process and providing expert assistance.

Because of the complexity of the LIS program, each local SSA office should have a

worker who is dedicated solely to the processing of LIS applications and fielding

questions pertaining to the program. An individual needs specialized skills and

knowledge to efficiently assist people with LIS applications. A single point of contact

would be helpful to both SSA and potential LIS beneficiaries.

The SSA office would not have to spend considerable time and resources training

all employees on the LIS program if there was one designated LIS worker and one back-

up worker available to assist LIS applicants. This would allow for the designated SSA

representative to become an expert in LIS and provide clients with prompt and accurate

answers to their questions. A dedicated worker also would be useful to local community-

based organizations that try to contact SSA to assist their clients.
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* Amend the LIS application to allow applicants to designate a third party to

assist them through the LIS application process. A person so designated should be

able to obtain information from SSA regarding the LIS application, including status

reports, and the designee should have the authority to provide information to SSA

on behalf of the applicant. Since Medicare Part D began in January 2006, many

applicants have sought out assistance from family members, friends, or local community-

based organizations. Beneficiaries may prefer that this person continue to assist them by

speaking with SSA on their behalf and acting as a liaison for them. As such, the LIS

application should be amended to include a space for the applicant to designate a third

party to assist the'" through the application process. If an applicant designates a third

party, such as a community-based organization, family member, or friend, that party

should be able to interact fully with SSA on the applicant's behalf. SSA could amend the

LIS application to include a sufficient consent for release of information, which would

allow SSA to interact with a third party on behalf of the LIS applicant.

* Maintain a link from the online LIS application to a Web page that provides

seniors and people with disabilities-as well as their family members, friends, or

advocates-state-specific information on other public benefits for which they may

be eligible. People applying for LIS assistance are likely eligible for other needs-based

benefits programs. A 2006 report by the ABC found that finding and connecting with

people likely to be eligible for needs-based benefits were the most costly part of the

process, comprising on average 55% of the total project costs. Technology that also links

people to the LIS application after completing the application for other needs-based

programs, such as food stamps, is also an efficient way to enroll more eligible seniors.

The correlation rate between people who are eligible for LIS and other needs-based

programs is high.

Conclusion

Now that the first year of the Medicare Part D prescription drug program has

recently ended, we are in a unique position to look back and see what worked and what

areas can be improved to benefit low-income Medicare beneficiaries. Removal of the
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asset test is critical to increasing enrollment in the LIS, as people with very low incomes

are being denied desperately needed assistance with their prescription drugs. Other

barriers to enrollment should also be addressed, such as penmitting LIS eligibles to apply

for LIS and choose a plan without penalty at any time. In addition, appropriating funds

for cost- effective strategies and a national network of enrollment centers as authorized

under §202 of the Older Americans Act will increase participation in the LIS program.

We are grateful for the hard work of CMS and SSA in implementing this new

program and their continued dedication to the low-income subsidy. We remain

concerned, however, that an estimated 75 percent of Medicare beneficiaries still without

any prescription drug coverage are eligible for the LIS and that 3.4 to 4.4 million

eligibles are not participating. To be successful, Congress and the Administration should

invest in evidence-based, cost effective outreach and enrollment efforts and make the

recommended changes to the program to ensure LIS eligibles have access to the program.

Continued partnerships between the government and the private and non-profit sectors

will ensure that we enroll everyone eligible for this critical assistance.
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APPENDIX:

Cost-Effective Strategies for Finding and Enrolling Low-Income Medicare
Beneficiaries in the Limited Income Subsidy (LIS) and Other Key Public Benefits

Over the past three years, NCOA, the Access to Benefits Coalition and the Benefits Data
Trust (BDT) 20 have been testing a variety of strategies for increasing enrollment in the
LIS and other key public benefits. Various pilot projects have been funded primarily by
The Commonwealth Fund, The Atlantic Philanthropies, the Center for Medicare &
Medicaid Services (CMS), and Kaiser Permanente.

Over the past year, four evidence-based strategies have emerged that are particularly
cost-effective for finding and enrolling Medicare beneficiaries in the LIS:

* Use comprehensive, person-centered approaches to outreach and enrollment
(rather than focused solely on a single benefit);

* Invest in the aging network and trusted, non-profit community-based
organizations that can create broad-based networks to efficiently connect people
who are like eligible for LIS to enrollment specialists who will help them apply
for the benefit.

* Promote the widespread use of person-centered, online screening and enrollment
services (such as the BenefitsCheckUp ') that enable consumers and organizations
to screen for multiple benefits and directly file LIS applications; and,

* Encourage states to work across departments and use cross-matched state lists of
people already enrolled in other public benefits to identify individuals eligible for
and not receiving LIS.

The rationale and some of the supporting data for each of these approaches are presented
below. We conclude that these strategies are cost-effective and scalable. However,
greater investment in these four strategies is needed by both the government and the
private sector to achieve the higher LIS enrollment goals that we desire.

'0 Benefits Data Trust (BDT) is a charitable organization established in 2005 by NCOA and the
Foundation to Benefit Our Seniors specifically to use sophisticated list strategies and specialty call
center response to increase enrollments in public benefits.
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Strategy #1: Use comprehensive, person-centered approaches to outreach and
enrollment (rather than focused solely on a single benefit)

Rationale:

* People who are eligible for one means-tested public benefit are highlv likely to
also be eligible for, but not receiving other key public benefits. Many people who
are applying for LIS are also eligible for other public benefits and vice versa.
[Figure 11

* A major benchmarking study by The Bridgespan Group and NCOA examining
more than 30 different single-benefit outreach and enrollment projects shows that,
consistently, about 55% of the total costs per enrollment are related to identifying
qualified individuals and persuading them to apply and 45% of the costs relate to
actual assistance with applications. [Figure 2]

* Most federal agencies are limited by statute and/or practice from conducting
outreach for more than a few benefits (e.g., USDA conducts Food Stamps
outreach; SSA conducts LIS and SSI outreach; CMS conducts Medicare Part D
outreach). As a result, the government is incurring the same costs of
identification and persuasion over and over again.

* Much more could/should be done to increase the cost-effectivencss of
government-sponsored outreach and enrollment efforts by encouraging/requiring
screening for multiple benefits.

Figure 1.
A "person-centered" approach enhances results: Benefits are highly

correlated with one another
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Figure 2.
A "person-centered" approach enhances results because of the high costs of

identifying eligible people and persuading them to apply for benefits.
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Strategy #2: Invest in the aging network and trusted, non-profit community-based
organizations that can create broad-based networks that efficiently connect people
who are likely eligible for LIS to enrollment specialists who will help them apply for
the benefit.

Rationale:

* The "aging network" and other community-based non-profit organizations are
well-suited to find and enroll low-income Medicare beneficiaries because they:

a) are client-focused and person-centered;
b) have trusting relationships with many beneficiaries;
c) can create community-wide referral systems; and,
d) are able to leverage funding from multiple sources.

* The per-enrollment costs of community-based efforts range between $30 and
$280 depending on the approaches, how they are implemented and the
populations targeted. [Figure 3]

* Based on the experiences of local Access to Benefits Coalitions, it appears that
the average cost per LIS enrollment was approximately $100 in 2006. However,
we expect that the average per-enrollment cost may be somewhat higher in 2007
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because the remaining populations are harder-to-reach and may need more
assistance to apply.

* The most cost-effective, community-based approach seems to be to create referral
networks in which key organizations (such as drug stores, health plans, health
centers, social service agencies, etc.) efficiently refer people seeking assistance
and likely eligible for LIS to specialty enrollment centers. Ideally, these referrals
should be "warm transfers" (i.e., the "real-time" transfer of a caller who has been
identified in some way as having a specific need) to a helpline dedicated to
assisting them with application for LIS.

o Referrals through lists or warm transfers to specialty enrollment centers
(national or local) are three to six times more likely to result in application
submissions than outbound calls.

o Warm transfers to LIS enrollment centers result in the highest numbers of
actual applications and are, on average, almost five times more cost-
effective than direct mail and three times more cost-effective than
outbound calls. [Figure 4]

o Efficient warm transfers to enrollment specialists (local or national) can
produce LIS enrollments at a cost as low as $25 to $30 each..

* In every community, there is a need for some targeted funding, particularly to
focus on enrollment assistance (helping people to fill out the application forms
once they been identified).

* Federal investment in the aging network, especially to support the enrollment
assistance function, can be very cost-effective, and in many cases, will enable
organizations to leverage other resources for outreach and referral.

Figure 3.
Outreach and enrollment costs vary widely.
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Figure 4.
Referrals of likely-eligible people to specially enrollment centers

produces the highest conversion rates of contacts to
applications.

Government agency Health plan relerrals Outbound calls to
referrals to speclalty to specialty call self-identlfled list

call center center

Outbound calls to Outbound calls to
mlating responders ntalting non-

responders

Source SOT data unsly.

Strategy #3: Promote the widespread use of person-centered, online screening and
enrollment services (such as the BenefitsCheckUp) that enable consumers and
organizations to screen for multiple benefits and directly file LIS applications.

Rationale

* On-line screening and enrollment services have the potential to help two different
groups of low-income Medicare beneficiaries:

o Consumers who can successfully use the Internet to get benefits for
themselves or family members; and,

o Consumers who need the assistance of intermediary organizations to learn
about and enroll in benefits.

* There are many advantages to online screening and enrollment tools, including:
o They can be easily accessed by both consumers and intermediary

organizations.
o They can simultaneously screen for and facilitate-enrollment in multiple

benefits.
o Online filing for LIS significantly reduces processing costs for SSA.

* Surprising numbers of low-income seniors and their families are able to
successfully use online tools to get benefits for themselves or their family
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members. More than half (59%) of low-income users of online tools follow
through with the application process. This audience has taken the step to screen
for benefits and is motivated to apply for them. Additionally, almost one-quarter
(23%) of people directly accessing online tools receive application assistance
from a friend or family member.

* The BenefitsCheckUp, which is supported by foundations and corporations,
served 232,000 clients in 2006 and its consumer edition (serving people and/or
their caregivers directly accessing the site) is currently producing enrollments in
major public benefits at a cost $15 per benefit. [Figure 5]

* If the online service was sponsored and/or promoted by government, it could
reach and serve many more people and would likely achieve enrollments for $7 -
$10 per major benefit.

* Online tools also increase the efficiency and effectiveness of community-based
organizations.

o Enrollment centers that assist consumers by filing online for LIS (either
directly to SSA or through the BenefitsCheckUp) are more cost-effective
than organizations filling out application forms and mailing them in.

o Online tools make person-centered screening (for multiple benefits) and
application filing much easier to do.

Figure 5.
Consumer use of person-centered, on-line screening and

enrollment services is very cost-effective.
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Strategy #4: Encourage states to work across departments and use cross-matcbed
state lists of people already enrolled in other public benefits to identify individuals
eligible for and not receiving LIS.

Rationale

* State benefit lists are a valuable resource that should be utilized to maximize
enrollment in LIS and other benefits. The potential of this approach is being
demonstrated in Pennsylvania. For the past three years, the State Department on
Aging has been contracting with Benefits Data Trust to locate and apply
individuals for the PACE/PACENET program as well as the State of
Pennsylvania Property Tax and Rent Rebate Program (PTRR) and the Medicare
Savings Program (MSP). This partnership exemplifies how this strategy can work
to successfully locate, contact and enroll individuals into benefits they are eligible
to receive.

* By cross-matching a list of 300,000 PACE (Pharmaceutical Assistance Contract
for the Elderly) enrollees with a list of 250,000 Property Tax and Rent Rebate
program enrollees (list came through Department on Aging from Department of
Revenue), the State identified 100,000 Property Tax and Rent Rebate program
enrollees that were likely eligible for and not receiving PACE.

* By cross-matching the 250,000 Property Tax and Rent Rebate program enrollees
against the list of 300,000 individuals receiving PACE/PACENET, the State
identified 90,000 PACE/PACENET enrollees who were likely eligible for and not
receiving Property Tax and Rent Rebate.

* By cross-matching the 300,000 PACE file with the Department of Public Welfare
(state Medicaid office) file, the State identified 100,000 PACE enrollees who were
likely eligible for and not receiving Medicare Savings Program benefits (MSP).

* Using state lists of people enrolled in other public benefits has resulted in higher
percentages of people who apply for and, ultimately receive, other benefits, as
compared to lists that have less accurate income and contact information (i.e.,
people "believed to be" eligible). Response rates and application conversion rates
are higher when outreach efforts are able to use pre-existing benefit lists.

* Accuracy of both the financial and contact information provided by the Property
Tax/Rent Rebate program has resulted in response rates for benefits application
that are 250% greater than those resulting from efforts using purchased
commercial lists. From an economic perspective, this means the cost of getting
people into the benefits is also two and a half times less when using a well-
targeted list. In other words, for the same fixed cost, more people are being
helped at a much lower cost when efforts are much more targeted. Furthermore,
the residual effect is that people who were in just one public benefit program in
the beginning potentially end up being enrolled into three programs.
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I. Executive Summary

he passage of she Medic.are lodersisaiai Act
(MMA) was the largst spansioon of the

cledicaee program since its iscepoos in 1965
and over 90 percent of Medicar- beneficianes now
have prerinpoon deig coverag disc to unprecedeist-
ed efforts br the publi and p-rate sectors. H-oever,
millions of shose in greatest need have still not signed
up Sor the Lo..-Inconme Su..bs~d; "Lle orE- : :p
program, which pronides genrous financial assistance
to beneficines with limited income and resonrcs,
including ovenage through the "donut hole" HHS
has esomated that at least 75% of the Medicare bent-
licanes soll ,,ithout any presciptioss drug coveage
ann eligible hr the Los-lncome Sobsidvv

The challenge of finding and cieoolling people with
limited means in needs based progenies is not rev.
After forty years, sakh-op rows renain loev for many
fderrl means-tested benefi. As a revolt of unprrec
dented elforfs bh the pobli, non-profit and private
sear.or in the first year of the progrm, N'COA eni-
matra that 35% to 42% of benofitiaria who coidd
have s.wcrasfidly applied for the LIS in 2006 are aru-
ally rccing it. While the LIS talkr'-p rate so br is
on a par nith hisiouc enrollment rates in other fidcc-
a1, nreds-bosed progano (especially afre the first
year of effotrr), hee are sigss that overal enrollment
naes are slowing. We cstimate that there are beitecn
3.4 and 4.4 maelion beneficianos that we still naed to
find and sign tip for the progrm in 2007.'

There are people who wodd bcenefit most from
the covert that Part D and the LIS ca nfTcr them.
With targeted investments and modest poliq
changrs, ngnifiamntly higher parnicipaonn rates c.n be
achieved in 2007.

This paper ideitsfies recommended legislause,
aclninissrativ, and regulatory reforrs that shoidd be
made to the LIS to iniprore access to the program for
seniors and people vsith disabilitira nith limited
menss3 S.iome of the ke legisladve refornis recoi-
mended inude.: ( 5) eliminating the assa test, rs it is
the single meat significant baner to Pars D LIS eigi-
b:ir,;: (2) -c'~er !gk-L6_on tr :m-le hth LIS Spci:.!
Enrllment Peeiod (SEP) permanent and eliminate
the lati enrollment premium penalty fin this popuba-
tion; and (3) rstablinhing and finding a dedicated,
naonwiide nerwnok of enrollment centers throogh
the new Ntanoeal Center on Senior Bendies Oueoach
and Enrollment in order to find aind reotll remarting
LOS eligible.

There are also uigificmt administrative and rego-
-Laory reh mns recommended iu this paper Sonue of
the reformi include hating thr Social Secunty
Administrtion (SSA): (1) drssgnate at least one ded-
kated trucker in each field office iho ts assigned
specifically to process IIS applications ssher prcti-
cal; (2) amend the LIS application to alots apphcants
to designate a third party ro amiss thins throngh the
LIS appliasion pro-ces and interct with SSA on
their behalf, and (3) maitiain a link from the online
LIS applicaton to a vrlbpage that prosides seniors
and people sith disabilities-an -wl an theyr faiiily
meabers, friends, or advoates-rith state-speofic
infoemation on other public benefits Str vhich they
may be eligible.

In addition to implemnennng reforms to she Pars D
LIS progm, Prescnption Dreg Plans (PDPs) and
Medieore Advantage -Pessription Drug plans (MA-
PMs) isoitld be required to sceen iheir srember list

Sr.aooni ofkhtiwahI Losn. Sesmory of U.S. Deparm-ns of Hrali, & HT eon Saroics, May 2000.
3.4 to 44 infidin (depoiding mo eothee mu. em rr MS otorBO pijelcime ofhe -Ia nbec of breaficiants u h Tn.Afr,
lbe LIS) hitldes dir 209 r 4.0 mnillion on emmai- n-in -v ipialfied fin hot did ro-viin igs op fir E sta Help is
2rn6, aid appiosimai-ly 400.000 pr le eIm had b.m ata -nsesle oerseng LIS in 2006 ea acemetn of thtt parnopanon
in tetdirid ora Mediicro Sinus T'ogsm (tSP), hot "io toss sh.s droned eligibt Per 2007 and sell reed i affirmamivl
aply hr hr LUS bechir on thr - We e aemig th., ahois 100,000 surtfitly filed applitaiim tish SSA and
l00o000 sw fbnd m hecigiblr based ou rpeotig rhcr Medicaid ni MSP

T-hen nuonaislooro te dithiped as a tenth of rnnficn sal nseh loal Accu to Bcnreisi. Coaflis (ABtCl a d
rhe osinri to she a1 ye ar, ncoaro recued hum co mer ei- based g.rnatican., dixwirns sibh naiitoal advoatcy
svpcrand a rurry sent ens to ABC mehtn-on dhe LIS otstmeu f-.rte
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for iedisdeals shbo are potentially eligibl lee tshe
Iow In-olne Subsidy. We estileate that up to 1.1 miu
lion more people its plies culdd enroll in the LtS if
they kisew they mre oligible lor the prognui aed
-eciesod application asistasco PDhPs assnd MA-PDs

could partoer scith nonprorl oeganisorois to help
seenis obeIs iembens Ibr LIS cligihiliv

Wo -.ennend CMS lor its recent deasions to pr-
mit Iee-incense bencheianes to sipg up for LIS and
enroll in a plait throughout the nesaindee of 2007
withoiit penalty This acuon is necessery, but not snl:
ficsent in issel to achiest highinc LlS enrollmoiits in

2007 To eeach ths eensainieg LIS eligibles, additon
al insesoel in prs'en stataegies that ssoek is seed-
ed, along with prsgss on the ssther se-essrnesda-
tOnis iseuddd is thu paper.

With the beginning otLhe second year of this pro-
bgrn, the Acecrs to Bl-ofirs Coulison and NCOA
cull ose the Admsiistrstioss, o..odatins, corporations
ussd uds-ocacy groups to renew their commitment to
outreach d and sno sisest its

offecsee strategies to help seniors and people ith
disahilitsns in greatest need to recolee the iseporsune
b-e6firs u-ailubic to them.

NCOAouwass she number of bneefiuuoo r iof b iA- ted TP planssooamlg-ible furund intfs necinng LTS n sage) bCn
sandfra so t.l mil~euon ange is insistr stdathong esemusm hnssheCoogsrewel Sisldges Oftde(1542 milbel ninICOOS
113.2 millieem)s sirn xemf she onmoshe ongisially shosogls rn hec eigihh
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II. Background on the
Low-Income Subsidy

hr Medicare Prscniption Drog Improvc-
umcii and Modernization Act (MMA) of

T 2003 promised to provide acces io subsi-
died, comprehensive presciption drug coverag to
more than 43 million Mediare bencficiaries by
._._1_:,h:__ a _ .-.. I__C. .._.1, !\Icd _z Tho

ew precesptipon drug ben-fit is konio\ aslMedicare
Part D The Lie isciame Subsiiy is an integrad
coimponeit of thc MMA providimig further fnancial
assistance, through cven more significani subsidies,
to bneficiaries mAth limited inconses atid reso-rces
The inclusion of the LIS is the prininry easo. that

iany members of Congress and several senior
advocacy groups, incliditig NCOA, ceeiiually
agreed to support the MMA.

Over she past three years, the SSA and the
C-nters for Medicare & Medicaid Services (CMS)
have engaged in significani effons to iipleimnt
The Part D progranm. CMS and SSA have done a
commetidable job *torking to ea-uec that the new
Part D bencfis -voild be a s-ccess *Ve appreciate
their cform oi behalf of lo-ivocome senoers and
people with disabilities and are hopefil that their
continued leadership, in coordinatioi *rith contn-
oed porate public partnerships will result oier
time in increased enrollment of the remaiaiig LIS
eligible people

Eligibility for the Port D LIS is divided isito four
casegones, depending oni a peon's i -omo and
rTsooeces The followtisg chart details she -aious
amnuitus LIS eligibles s ill pay for Part D premiums,
dieductibles. cast sharing, ad dcunng the cLat
strophi covarage period. (Table 1, page 41

The o-eral saccess of tse liart D program is
dependnt, in large part, upon the enrollment of
those people eligible for the LIS. This group is
more likdly thais highee'income beneficiaries to
have chronic health problems requiruig prescrip-

tinn drug covcragc. Furthermore, the LIS pupala-
Lion is least likdel to havc had drag coverige prior
To the implementation of Part D. The ICaiese
Family Foundation ha. estimated that people who
are below B150 pecreint of the Federal Poveror

benefiriaries to be in fair or poor health, to have
Sogniti-v oental impaiemsnt, or io live in a nuts'

Ulg homc.s Because of these important considees
onus, includinS the geiieeous LOS, fiusding ai-d
enrolling LIS eligible behnficiaries should be a
national priority.

The history of seeds based benefits outreach and
enrollment efforts to date is ot sery encooragiog.
Studies shove that even aftee 40 sears, large percent-
ages of seniors who are cligible for important pss-
iic benefits are not reeriving them. Only an esi-
mated 311 pIeent of seniors eleiphle for food
stamps, 33 percaiit af people eligible for Qualified
Medicare Bec'ficiaey (QMB) protecoons, 13 per-
-cct of those eligdilb for Specified Low'- come

Medicare Brieflciary (SLMB) protectin, aiid 53
pcent of the eldedy eligible for Sopplemenral
Security Incom (SSI) actully rceive the assisranee
to whih they ar entitiled.

It is important that Congress not rely on the
historiclly loass enrollment rates for other needs-
based benefits progrms wheis jadgimg the sucens
of thu Medkiar Part D pragran. Coog-eun should
raise copectasotis for both the Part D Low-Income
Subsidy anid all usher ihceds-baned besiefiss pro-
graius to ensure that la-sinconse scisoes and peo-
ple wuh disabilitis receivse al ihe benefits for
which lely are eligible. Enrollment in available
nceds-based benefits programs ,rll improve the
oserel health a-id quality of life for seniors and
people with disabilites, allowing then to remain as
independent as possible for as lug as possible.

'Snor Poody Pesidanon iiaer Tno assianro Under ihe Madasee Ding sts" SectShett Sepiewber 2005
hnp-//ntsdgsn otA'eseduerasv/srndmv'KFF ioP~flfAcc d loonury 29, 2007)
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Low-income Subsidy Groups and Costs (Calendar Year 2007) i

| Grour ~~~~~~~~~~~las3 Gensmr4
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' This embte hoh bher arpA.rd as seBrst she sdamased Na.ea- Ae age Part -D besah-k P-rmia relod-d by CG.i
| hsp.// arwasedoaevrear/pabbcaeass/paeifpf/O0dOpdf(Aaaessrd ansary 22507)1

a" TIdedoas is sha- fast gamp de ar hate he "Dosss Hole" apin p meag. An iadheidarl ian she "deembole" a
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Omplemcniung these recomsendcd erforms ments in reaching this important group. The LIS
would increase ensllient in the Part D LIS for cligibls reeai-iing to cnirll in Part D are dillicIlt
isany mau seniors and people with disabilities who to reach and wrill reqie special attenion; there-
desperately need help in paying fot their prcscnp- forn, s shoald sork to climinate demonstnatcd
tion drugs. AIterested parties need to take a step barriers-lrgislatie adosiisisteae egalatoey, and
back and esamtise the ontreach and enrolment othnr-and meke the enrollment protcst casier to
process to determine how ic can make inmpnoc- nanigatc Toe Lou-locome Subsidy cligibis.
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III. LIS First-Year
Experience

Public and Private Initiatives
O-er the past thrce years, the Ccentr for Medicare &
Medicaid Services (CMS) of the U.S. Departmet of
Health snd Human Services (HFS), nd the Sodal
Secunrty Administration (SSA) have led fderal cfforts
to implement the Medicare Port D program. These
agencies took unprecedented steps to engage a svide
vanrty of other governmental, corportate and non-
profit partnenr in educating and assting Medicare
bencficiaes. s a e-sidt, appruximately 90 pcernt,
or 38 out of 43 million eligible people havc Part D
coverage or its cqn.ialcn

t

In the MMA, SSA was givei primary rrepoiisibili-
ty for adminisnration of the LES benefit. It respoee
to this charge. SSA undertook mojer efforts to find
thene who qualify for LIS and help them apply,
including a mailing to 19 mdmifin beueficidas aid
hosting morc than 76.000 outreach events utco the
country to rducatc people about the hecfit. SA alo
held targeted applicaon-taking ecents at local SSA
offices aotid the con.utr SSA conducted and con-
tin.us to oe-duct eignificant direct mailing cam-
paigns to potential cligibles 5 SSA also he fiarmcd
pareerhips ith national and cnmmsniry-hased
orgai-tiuo.s in etcry start in an attempt to reach eli-
gible love-income people Access to Benefits
Coalitions throughout the nation coordinated closely
with SSA and CMS staff in tih fiald SSA has aso

scorked closcly vssth NCOA m enable individuals sod

rgoitadiin,,s to apply on-lise foe 1lS thesugls the
BeoefittCheckUp program.

CMS has alto demonstrated a very trong commit-
meet to the siiccesrfid implementatuon of hel Part D
pgroi. including the LIS benefit. CMS formed

thonsand, of pacserslhips nith drvcrte groups across
the country to educate and inforn beneficaries and

their family membe, foends, and caretaker through

compreheniec outrech cansptign. Dunng the meat

resent Noiehber- December 2006 -nollncnt peti-
od, CMS held apprxsimately 12,700 local -nts in
communities across the cuntryis

State Health lnsrancc Ansostiee Progams

(SHIPs) have hen very active m the Pan D edoca-
fion effort, providing onr-on-eie counseling to
Medicare bncficiana acrom the nation. The SHIPs

activcly utilic volunteers to reach out into commune
ties and have been a esenial partner iii dirstmiisatmg

inlksmrtino and mosemg beeefii.i sist thor choic-

s. Theyc a atrincd osorce of heaith tare iformauon
asd play an integral roe educating Medicare bencfic-

asics about the LIS. Since they hac remopibifiry kr
prnoiding assistancc sith all anpests of the Medicare
program, and million of beneficiaics iseded help

sdaestadrng Pan D and choosing a Puan D plan,
mos SHINs was not able to target their limited
resources narrosh on LES effors firon January

1-prscnpino Dteg Cing ngu ldidan amefidass Ktaun Fenily F.o.dauim, publicatis 07453 las 2t6ot
nas -//rwnkffre-g/ardscorv'aptSnd/hSi3pdfl(Acrosd Iranury 29, 2007).

S-atoemfna o B-am Dcctssm, Chson-o fde Mcda iananmou and Empkiemsoitos Tk rec, bkria< din Eloae Vre
sad Mtam Commimc. tseire en Htsi May 3, 2006.
h 2np/Isaadmrac gaa,00l7 rwu fleae atrsd)4tf9lArcd laroa7 24,20071

Cnourar uforesaineh Sii rs~s r n be toind ci k/iripyo~ mdicusrgnae/cessn/flaadultarreetacoagenE mom

oinkrmston ainsia do Stills can tc fused at 60v/nseabipaslb s2r uhiiisv i pnberarps'tnm-52Jekdispsl
(Aceosecd lansasy 22.20.071.
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through May. In 2006, SHINPs -ve fiundcd at ao ti-
nmated S31 millon dolts. Ic ss than S per Mrdicare

bcncficiary. MUT-y advocac organatiaons, including

NCOA. ao nor-ung to incnsso SHIP fuoding to

nable theo to isto oore Modicare beneficaujio.

Dcspite thcs eignifiCa.t cffoons through the cnd of

thc oitial enrollment priTud oTT May I5, 2006O som

werc ctitial of the rsultm s LoS OpplicaOtiT and

urged that moro be dono. For crtmplo, after thiT oinial

ciTToOInIOztt period eoded, Vie Norc reek 7W -rocitc an

cditonal Tn Juno praiing the Pan D ennollmcnt oforn

in gteeal, 1ith one Csception: 'Mo-t trobllng of all,

offcials simate that Three mdlio of thber pooplo are

poor coough to qsuabiy for hefii sbsidics that wold
cover the 5550 mauoety of their dnig bils. This it the

ost glaing failure in the enoillmem doiv. ltewiS noed
to he rctified by a vigoroTs otnreach effort. '

CMS and SSA recogni-ed that more needed to he
doo, and conevued outroach and etoolmoCnt effors

threughoeTt the remainder of tho year, aided by thc

CMS decision to create a Speoiu Enrollment Pen-od

(SEP) through 2007 for LIS appliatio- anod avTiviTg

The Late Etrtollneot Penalty (LEP), which would

havo resutcd in higher pre-itets.

There ere aiso many pnaoote n cor t tiaitiros

designed to complement antd oupploetcnt fodoral

cforts to find sod enroll people in LIS. Thcsc nitiT.

tees inciided those by The Acess to Boctfi

Cobition and the Medicare Today Coaliton, a sCl

as major effots by indiVideul natioal urgutPatiouo

including AAPr, the NAACP, the Natonal Aitantce

for Hispanic Health, Eator Scala, the National

ArstciaTie of State Units on Aging and the Nanot.I

Ansocution of Arca Agencics o- Agneg.

CblS has lso been coopecnnng sith and providing

cupetsn To NCOA for escarch cffort ntittled Cmr

Ebfecive sod Salr.ik Sveoasnp f.v E-retlbs7 Maditcs-
&Eseficiaori ri, Mefdi-.reTi While spporlt for the ast

a1 intetventotm ha. Scon provided to NCOA by The
Atlantic Philanthopit, and Kaisrc Peematento and
otfhfrt CM S has p-rided intcrumenoal ascotance by
klelmioig people eho are already enrolled in LIS and
therefore rhould not be targeted at well as tome fina-
cial support for -aluaioitl eforts. CMS also proided
fiunding tn NCOA through the Ad itntTteon on
Aging to make avatilabe on-line LIS dedicon ceppon
Tools that aico ecreondsi rt othce needc-hasrd bencfits
(including SSI Medicaid, MSP, otid Stamps and date
pharmacy peegr,-t).

LIS Enrollments To-Date
Leimates -y about pecidely hown many Medirean
beneficisines tre uanuly etigibIe for LIS. According
to the Coegress-oel Budget Office (CBO), a tota of
14.2 million people ere estimated to be elitgble for
the LIS in 2 00 f,'3 According to CMOS ho-teer the
total notreho of LIS digible is 13.2 million.t We
hare hern untble to reconcile thee estimates. IT ib
likcly that the difieroces -te in Lrge part duc to dats
limitation.e regarding benefidcane' assets.

CMS hts also repoeted That 7.5 otiltm hencfiur-
ite .eeve automatically signed itp ("deemed") for The
LIS and ctreollcd in a P'rescnption Drug Plan

-(PDP).i5 Thti includ.s dual dligbibs-Tho.. eligible
for both Mledicare and full Meditid-nd othes
who uree deemed becatte they participated in the
Medicare Saetngs Programs (MSP) or rccrmed both
Medicare and SSI. CMS hurther estimated that
500,000 benoficiaeis eligible for the Ptrt D LIS had
reediesble drag co-erage from other T-urces.-t

Coetbining these to- figures (7.5 n-illion plus
500,000), we estimate that there s-tee 8 million LIS
eligible Medicaree oeoiciaics who did not need to
volunuarily sgn-up fee tise progrum as They wcr
either placed in the preogres sautomatically or had
other creditabile cvesragg.

"i Thc Drug Hnofi: A RtpCs C.acd The Ncr Yo Tiort, lam 5,2006.
': CMrS pesWsled NCOA !,Oh Si 56,200o foh ptsitret it MI--h 2006.
TI Input neaspecr~.upnm efm >9kdre-AiOseqau O25rsJMOA2lAcesed D-tmhr 20, 2006)

SrtufestD, Marht bcCidlan. hi.D. Ph.D, b r he Olioi Waand Ns i clCommtne. lis- 14, 2006.
betpJ/w^rftnandnestoresaepei./nrusn .stplfer.nrnedereeniesd.IO2

TI Pnsurdon bh Abbt Bw k. CMNS Direrue of dte Cenrcr fee 1ncficary Chrices, at the N Batmm Health Peic Fm-t.,
Novcsthr 17, 2006. ornn irufo thnTu/gtu5dotT12 Oispdf

is Thit indcdes Vc-tcns Affi.n Sdin Heatsh Sertrs, aod aps-nd u.etW fiohm S.oe Ph-car-usnal Aosrnee
Pmgrams (SP.A). S-atan-s iifDr Mark MeCkla,. M.D Ph.D bhbr thr H-us Way and bleas Cosmire, Jlus 04.
2t06. Tenimoy T, CMS Admiostrat Dr. hNa1 MXscClrc, h.D. Ph.D t fs-e l4mm sWap, ted Mesm Ceto-i-
Iete 14, 2006 isap//urm.d euemaer/6wriuj/eJirreasrtdcl-t2 (SAcattd Drremher 14, 2006)
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Eased on hs informaioo, wc coodude that thorn
we a total of between 5.2 aod 6.2 million low.-
come benefiiaros who were eligible for LIS, but
would nor nocono it oulasa they applied fot the b-nefit
and SSA fi rmaby derensinod that thqy wrn e ligtblc to
-cie it (13.2 or 14.2 tilhio- minus8 million)

Rc-ent infrs-ation from .SA indicates that, of
those itnttily ablo to enlantarly sign op for LIUS 2.2
million people applied for and -ere fuoud eligible for
the LlS In 2006.0 Thin leads sts to conCldt that
between 35 aod 42 peont of those eligible to
voluotnaily apply for the LIS suceeusfuly did so
(2.2 million out of 5.2 or 6.2 miulion). BE histon-

ca1 tsandaeds, this take-op rate secms to on a par with
on bettor than other means tesoed fedenal bencfit pen-
g-ans. [Sot Table 2 below. On thb other hatd, it
afio masts that 58X to 65% of al Meditcae ben-fid-
ancs who are efigiblc 6or LIS arid who hare to apphl
to get LIS ae sot no.s teehiug the benefit.

We also belie-n that there are t o addmuonad pop-
ulanion goups that requite mone attenon: LIS -igi-
bkns in PDP and MAPSD plant and people lhn hbarn
lost their deemed starus.

So Septe-bee 2006. CMS announced that there
were approsmanely 632,000 people who had been
automancally re-civing the LIS ira 2006, bun who

Participation Rates in Other Needs-Based Benefits Programs

i ' ~r 68%
53%

50-

40-

30-

20-

I-l
T.. nnd
(0drdme

42%
33% 30%

tIeed"ty I(n-
de-r11
n-e l'

Qfl9 read Stamps SLM1S
Oldffbl

A .saSof 35 m 42% i utdaded Sr the Nt D LIS b-a re- a di& e -ii-tn proided by CfS
(13.2 mdllkst) rtd CBO (14.2 rem1lmil on he trat nmnter abrMedire- boe-fic-ana cigiblo fe llS.

QMAuB itne the Medica Sasroo (s Ia MSP) dta psnidt m thanng astiuo- so stoneotlbi
incts codes 1t0 pen0en01- doe d Ftdea 'oswo I-eI (FPL).

*-- SLMB is iftc. StOs ih s pecdt 1 - oaid t -htog a-sria-r to t hos h iswote, bh--ocn iO -id 120
! wpcn- tkFhe tFPL

"tS.trnrnt of Chlnt Aente AseseaL Ctohsosike fin Etewal Affsi. Sead Se-rosy Adrianuoisno at she 2007 Famihec
USA Ctm e-sce .i JTanay 25. 2007 iu the 2.3 Rilo people hlus ensooty f6led apphcsoensissits SSA. -eI. rte

apprausooly 200.000 fthi 632 .000 pope hans ingacted eligibdqa for tls in 2007 abet kluirg thee deomed -ano ss the
red of 20t6h so or aeiuso tha abuss- 100,000 filcd applinmrws sith SSA and 00,000 -ow flood re br nliiblc based on

grrSening thor Medinid on MSP eas.
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-ere at risk of losing Ihrir deemed LIS stanus in
2007? ThrI- arc peopei who lost their Medicaid,
MSP, or SSi Coverage at sone point doeing the rar
Ol order to cocctie to be eligiblc for LiS it 2007,
tihse peoplc -ould need to vol-tiarily fil an .lIS
applicadoT or rugin dirir eligibIlity for the Mcdiaid,
MSP or SS] progritis. SSA sTrt A imiliitg to thesTe
beorliciaces a-d CMS has corked with plans to fiod
and help theo to regapis their LIS hbnrfit Accoediog
to the cost trost figures availahle, or oderst-nd
that roughly ice-third of the 632,000 either -egai-cd
their doomed stats or soccessfolle applied for LIS.
Therefore, c estimate that approotitatele 400,000
hosellesteeos Ict Iheir l IS beorbi cod still tired or
apply for LIS This year.

We are qoitc coisceened about this remninig
"eadeemrd" poptilatioi, cc most sFill be sp-sdiig
Sir morc out-of-pocket for their prescription drpgs
than thev did lAsr year. Foe esample, mely may be
payitig a dedittible for their drngs for the first time.
Aseidotal reports indiate that macy plaIs hat
gitaied 0 60- or 90-day transoinol penod. so a large
itoohee of thesc hlseficiancs trill tot likely had oo
that they hoer lost their LIS hcnhf itoil March or
Apnl. We erge plais, CMS, cd adeocairt to devote
specific, additional resources to wokitig together
to contact this enloerabhl and help thent appl for
LIS Because this problem ill reocctir esey yar. it

is icorrsot so ideitiftV cavs to misimie- potentia
harm. For cmple, LiS recipients sho oil] be los-
itg deested status should he scrcencd for cvrey
other category of US before terminating thir bon-
cfiuts

B.aed it the moot recert goseroment data, it
appear there are 2.9 millio-s people oho ne-r had
mcv proscriptioc detig covr-age iii 2006 hy arr eli-
gihle fur a-d still not ereioig LIS.- H0ostvcr
depending Ol- ihethcr cc- itesC the letter CMS or
higher COO proleconscs, on the total numher of LIS
eligiblr, sc beliese thcre may be s-eIal hondoed
thousand cdcltional Mcdicare ben-ficatie who are
c otsl erolled is MA PD or PDP plns sehe mae
be oligihle fir and sot recerissg LIS."a

OAS's recont decisions to apint yot a Special
Ebrollmest Pecrild cd seatie the Late &Lrolliceno
Pe-alty for the LOS populatioi Ii 2007 ate important
mcps that help set the stage for rencesed l.0S outreach
cid enrollment effors. Taking into acount the
remiilicg5 'usdeemred popalctiris, d ci ire ing
the conmiling ucresolved qurstion of CMS *s CBO
cttimates of the total qualified LIS popLsion, ste
believ there are het-set 3.4 and 4.4 silium low-
ioosme Medicare beoeficiaeiti. who are eligible
for, hut still not rIeciving the LIS benefits

t
This

is the target group for outreach effort fithrse
remainder of this year.

Trccph-e eenoari- mth CAST, Iaut 9. 2007.
Naon6 i .Sco Citercns aL. Ccnesr Mdcm di Par t D fit tectuir-c lboro-cianet Fos.aiid tst s. Paciliat USA
ileac- C.ooferwner, Iat y 25 2t07.

o in lane 2006, after ht itcih .rotllin- perird Il ended CMS t poicid ltInt 33 etillion ligible brooficunet wbo had
n prrsnipws Aeon c&g rage non ligihlOs for ad had o-t igned up fhr *hr 11S. As that mt sioi 55 sA -sntrid that
1.8 mdlion hneficiac had -sodidly Applid. We esimate ha an dditimul 400,0010 ppcco lh ipaphd be-re-t lot nod
tec-bet ]sce islctldiog te I000,000 tha sigted cp bo - um hald prsily Iost theie dlomed onus] Th-cfem it

appa Ithat locaer 2.9 otilic scIl nenioig Mrdcan bernficicae ith mi lripitt diso sgs she 1- igiblc
Ott bat nter igted up fmo LUS.

f"isima.sin the -nmber of bh firuica in M0A-Pta sod PDPplan pi a ate igille ftr and sat srcoiiiilg S 0 ange bas
100,000 m 1.1 nmoth,
2.9 million mhict- asi dreg ceerace. nsaioiog400,000 propk i lhoc iheir dcneld oasis ho 2007, cud bhero
t Olto ottld I.1 olill o -r.osliy cndled ia plass uti io n) thy are clici d fmr LIS.
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IV. Access to Benefits
Coalition

T he Acess to Beonfi Coalition (ABC) is con-
posed of naTional and conounity-based or-

fgaricatioos dedicated to making noe that
Medicare beoelcsaries kener about And nake the best
11W of resources avaibble to access their needed pre-
scipion drugs and red-ce their prescription drog
costs.'

3
There are 104 nanonal ARC members, includ-

ing aging and healthcare organtiations such as AARP,
the National Alliance for Hispanic Health, and the
Catholc Health Asticanon of the U.S; national dcar-
idies soch as Enster eals; and gsoaps representng
patients and caregi4ees such as the Alzbihmer's
Association and the National Alliance for the Mentally
111. In addition, fiSh-bond and ialticildual groups
tach as the Natiolsal Counsel of Chouches USA and
the National Asian Poific Center on Aging on con-
mined to finding and enrollig lose-income breficiar-
ies is the LIS Eseblished in 2004, the Accou to
BenrftsCoalition has involved handredsofcomunui-
ty-based isonprofius through 42 local oalitios in 33
rates and the Distnict of Colmbha, in educaing and
eneoliog tens of ohosais f beniciaies in the Pan
D LIS and other prescription savings programs"

ABC and its network of local organrizations iase
powerfl Web -based tooli sach as NCOA's Bcn-
cfiltCheckUpfl decision support ton-' and the
Medieee Phan inder, to hilp beneficiares-s cll
as faihd caregiers and organizanons who snish es
asist them-to understand, apply, and enroll in pub-
lic and peieote prescrisption saings progranm Bee-

cfitChmckUpR. also helps detem-ine if indmduals
qualify for the Medicare Part D Low-Income Sabsidy
or other prescrption sangs programs and allows
then to apply for many of these prgs.an online

The Access to eonfims Coalition recommeiids a
-unnty of legislate, adminsostiv and regulatory
changes to the Part D LIS, now that the initial cneoll-
ment penod is oer, and se ham an oppoerunity to
look back and see ,-hat eked and svhat did nor in
the outreach and orrollment cfforts for coo-incenie
beneficaies. Making these changes will increase the
cumber of LIS eligibles who ennoll in the peogeom
and help fulfill the promuie of the MAMA to provide
alffsdablo access to lfe-saving prescoption drugs to
A.cenca's seniors and people with disabilities. We
hope that these recommendunous continu to hbal a
dilogue ansong SSA, CMS, and their pricatesector
partners scho a11 share the same goal of findig and
enrolling as many eligible bencfiiciaes as possible in
the LIS benefit.

The 2005 ABC Report 'Pthsys so Succs:
Meeting the Challenge of Enrolling Medicare
Bencficiaies with Limited Encomes called on a11
major sectors of soiety-psablic, private, and oln-
tary-to collaborate to make the LIS pogrul siuc-
cessfi8 " We mcogusie thut maching the LOS-eligible
populion conties to be a challenge; howeom, it is
ena thsat al avenues are open to assfing that eli-

gibkc benefictanes are made a-sse of and are enrolled
in this importnt bencfit

o Tle ABC COmit anbed in Apprndo A Accemsndsrn/ditinie lAceea5 li 53. S3,20)

" The nonnsde ABm: Cali-ios iii 1ird in Appsds B.

0I v=wse t5rthssesr

'a -iletra to Soccr Meesting the Chaenge oa Enrolle- leditene nselfuiesb toth Uir ed Ineises. A- In rDief
Caaltinno 2005 in -ji-nlsOn nith The eridgispo GCeng u p 1 //c nresrnfin iaiktPdflA8CiW0Rntlp
FKL62305pdf(Af.C.Id Inn 27V20061
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V. Recommended
Legislative Changes

1. Eliminate the asset test because it is
the single-most significant barrier to
the Part D LIS for low-income seniors
and people with disabilities.
Of the LIS appk<>lica s filed ,sih SSA, 41 perient ate
denied bcatuse The per-on is ever the asst linsst
According to a repoe by the Congessional Budget
Office, an esimated 1.8 million Medicnee blielieiau-
ice with incomes belst. 150 1 -eceiit of FPL cvill not
qualify foe the adisional -isvissaie .. because fisic
asiets c-,eed dTe ai-sonni ciTee-iialylawsic i

The a-s test penalsien rctirees ihb did the tight
thing by rcanisg a nodesi nest egg to psosi'd sine,
scenivy in theie old tg. People sb massageSo save
a modest sun foe etirentein asid still have ses limi-
ed incomes shosild be encisisraged nid resvaded, not
denied the estea help That thee sied. Half of the pen.
pic isho tail the asiCt test have eceso cuests nf
535,000 oe lessu. These people send to be older,
female, widowd, and mi.g, alone. Oftcn when the
husband dies, the uife's isseose ib signilicans-
eedmiced Ilns she still has the ossdess assess lact wcre
acevaniased dueiig the mueriage

ii addinon the asset test is isavesly disisnisna-
etny againis people who tcnt their homes, istead of

-win them People who to These home--eegadlev
of ins caIe-bht have Issued inncoe can qudifi foe
the Lo-wIncome Subsidy However, people who ecnt
theie hoyes and have $20,000 in The bank eo pay
fisi re eene.. other ep - sses are disqsalificd ham the

program egaedles of theib low income. This policy is
discrisninaioy beause ihb pceosu uith the eseager
amosiss nf cash is, tsaing is a usossiuicully diuq-ialified
&fom the LIS bencflit, while she penon who has sig-
nificasady osm resources ued up m a souse of any
esIue is aoun1d to pasiopase, Ctir though both
indivduals have limired means und similar diffivily
sbtasinsg needed prescnpton drpg.

Bemuling the usur test &oun LIS eligibility
veqeisesenis aJso sInad be bnfieial to SSA, as ee
ih iug atses is esteen-ly iune tisissunsisg. Acisirdiug
to a report by blanlyn Muon foe the Kai et Family
Fovodadnoi, "The a.sst test also poses subisasissal
adisuissssrasiv challengs.. People aec sos roumiisvlv
asked absist this inencasotf ulen iome tIa or othee
purp-ss, fur sumple. As a ressle the itisefsis af
effon needed to detersisnie aest eligibility ereates
buodeos fle both germnscnt agencies and applicanox
hensilieses If the asset tests neminsived frum e-

gpbility requirermen SSA w-nlil spend sigiificaily
less ivotk nine per application deteeminsag eligibility

If the asset test cannot be temosed asogesther
feissi LIS conside.ison, the allow able asset amisn-s
shoald be issteaued. A 2005 studv esoducted be
Thomus Fice feo she Kaisee FPasisly Fa-ssidasion feusid
shas the a Louns bey shish people eicevd ths cu-ent
allsiahbk Lsace limirs is relativly ssall Accordieg iii
she sldy, 13 peetsis of peopl who are overthe a tsse
limuis exed the lissit by $55000 oe less aed anothee
sine perceit if people esceed the Issiit by S5,000 to

Si!J of Chehs Am.s, Asae-ae Cannoissooei she Emee-i Affert, Snsial Scuosy Adminirivon as ihe ranilibs USA
Ctstenee lacuacy 2s, 2O7

t'bsepe'/wtehevee/ISpdass'O>sVdee~gl/l5 '0 .tsrdionieoerex2 pdJ(Auirnl Isslhy 6, 2ts6)

o Race, Thonsa and Lkvsnsdld K.aheom-. Lns Tahn s idis &oe she Medimea Pr-POitiosi Jtiiftiet:
The Impacs oF she s.an Tess-, TIn lTnt J. IKisr, Fasily Focodanfn. Apnl 200%5

'' 9 cFir earoiidcebe oisie40.

lMson, Atanlssi. .1 iiMrdivene Bamnfica v and tdhis Aat-: Iaplicannu fto Lo-e eame Peogeams -Th Kai.se Famib
Psoodauve hunt 2n02 .Jmp-//n'seebffemynsdsasselaerfsd-e4omnmae/naan /gefihisowoyiD-14145
lA~ctud lanuasy 29, 20n71.
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S10,000. it is impoertet to keep in rird rhar these
people who exceed the ace. Ihint were income eligs-
bin lor the Extra Help.

Incleasirg the tsset limit amount for the Lore-
Income Sobsidy, as a hirot step, woild make the ben-
efit aielable to sigrrificasnly more low-income people
who desperately need additional asessnce nith pay
tUg for their presception drugs. Also, enonreollrirt lir

the LIS wo-ld proide low' income Mediearr becfi-
cianes with coserage in the "donut hole."

2. Enact legislation to make the US
Special Enrollment Period (SEP) and
waiver of the Late-Enrollment Penalty
(LEP) permanent.
We are grateful en CMS for creating a SEP to permit
bencfidartie to apply for the LIS arid euroll in a plan

s.ithoat espriercing a premhimm penalty tdte. the
May It, 2006, deadline anol the end of 2006. The

SEP allarred adimetes tn condone to enroll LIS eli-
gibles after the initial enrollment period had rnded.
We are also pleased that CG5tS recently auionced it
ws ertcnding the LIS SEP and LEP through 2007
Howe.r- , we org Congres to enac legislaion that

-oIld make hbh the LIS SEP and -ticer of the LEP

permanent.
Under Medicare Past Bgas 1o-incme beneficiar-

ies eligible fior Medics SasigS Programs cars enroll
any time and are esempt firom premium poalies.
This is not the cast .ader Medicare Part D.

Troateneit of the moat volnemble senion and people
with a disability should eno vary so significantht with-
in Medicare pregesmi. The Part D rides shoald be

made to be conuissent with the Pact B les.
Finding and eroolling the LIS popsadon will ake

iwc, as cidcnced by 'able 2, shich shores that try
after 40 years, large p-eenrag of seniors sho are
elugible for important pblic benefits till ace net

-reisg them. Low income benefidcrio are least
able to affoed preesitm penalties, and if they ace sob-

jlit to finandcl pamishtent, they will orsee apply for
the presiption dreg asetance they need. To tort
this conrnuing challege, s-e need to redoce barnet,
not impoee ther Withoot a onrinaing Special

Enrollment Period and aireer of tbe Latt-
Enrollment Prealty afie, 2007, effiors by gocrn-
ect agencies, national organisations, and local iron

profit grops to fiid anid enroll LS-eligible indiide
air ,sill be completely thwaned. Instead of imposing
a penalty, we shoeld be encoeraging ther efferis to

reach ort to this grop, as LIS eligibles stand to gain

the most from the prripeston dreg assistance.
FPslee in per-anewly esrend the SEP and waive the
LEP weold eflectivly eisrae that the.e will be no
mote progress made in helping lmitincome senioar
and people with disabileiea-a esmat that in wholly
onacceptable.

3. Support organizations that use a
person-centered approach to outreach,
which has been shown to be one of the
most efficient and effective ways to
find and enroll LIS eligibles.
Finding and eneolling rents and people with disabil

ties with liiitcd rioutcen in n.eds-bared benefits
peogiano hba been a significant chalenge for many
vNus. We khnrs that reaching evryone in ibis special
populatios will take a great deal f nine and energy
We stronglo reo mmend that CMS and SSA pereide
addinonal financial resoneen to support national
neganisatioro and local commnir based orgnisa
tions, so they may conneir the importnt grweaoos,
one-on one week they hbae been doing during the

initial ennllment period.
The Access tt Benefits CoAbtion reporn Petbhnm

to Stecoc Metrtics sh Challeges sf Ens-alliic
Medican Benefiarie wish Lirni Iassme- s5tares
that the mosr effective projects invohed in the strdy
used a oaee-Ottone 'pcrrtn-creterd" approach a
WV seegly encnesge SSA and CMS w find pro-
grams that h-e a peesoi-centered approach to find-

ing and enolling LIS eligible senies and people with
disobilites. The sxedy foand that the aecage cow is
appronimastel S100 per rorollsent, sIthogh it maey
besomeo-hat higher as the remaining LIS benfici-
ies am, the meet difficidt en find. Additional reserrces
ala are needed to assist the appro-imatcy 400,000
people who were deenred eligible for LIS in 2006,

*0 idSican Part no medicalc iaraswit that par fEr doonit moic-a and ether co-' tbar ans - paid coder Mediom 'ar A
(hZrirl inirel)

"lbs mon elfearie, wnetec in tbis nedy- med w m curt pcnmn eesmwd' appoiaeb-mri that proraide peNaahierd asti-
secs h-os a senotid sre, a-d rakes a 'hrik' app tathcmdin iuiida bhino emsdled. The ridgeVpan G-mp 2005.



85

N A IPORT TO THE NATION M. II 0111 A 11 TO IeEtFITS COALITION & NATIONAL CONCI L ON AIt I

but will not be automnotrally eligible for the benefit in
2007 because thel are losing thor deemed stans."
These people nill need to complete an applicaton to
deeciine thecir US eligibility for the upcoming cail-
endar yeas. Concerted cfforts should be made to
reach out and assist this vulnerble group of people,
vho may nor understand they are losing LS benefits
until they go to the pharmacy to refill their prscnp-
eons or start receiing monthfly bills in the mail
NCOA also belicves there ae sigiificant number of
people ahto hane enrolled in plant uoli do not know
that they are eligible for LiS assistalice. Both of thcse
populations fibther illiotrate the critical teed for
addinonal rourei to find and enroll those eligible
for, but still not receiing, LIS Extra Help.

The Older Amieeians Act (OAA) Reauthoriztion,
slhicb sas signed into lau on October 17, 2006,
includes a neu a-thofzanon for a National Center on

Senior Betnofits Outrcach and Enrollmret (NCS-
BOE). In §202 of the OAA, the Assistant Secnetar, is
.thlitiesd to csrablish a Nutionrl Crnter that soill

• Maintain anid update Wcb-bascd dccWion support
and anolldent tools and integrated, pensolt-ce-
tered systems desigited To inform older ndiniduals
about the flaIl range of benefits lot uhich the itdi-
vidnabs may be eligible under federal and state
peograms;

* Utiliz cost-eff-cion strategies to fild older indi-
niduals sith greatst economic, nd and enroll
the individal6s in the pengrauns;

• C(reate and support cfforts for Aging and
Disability Rcsource Cmiters and other public asd
pnvase state and community-based orgszations,
including faih-basd organizanoos usd coaitions,
to scrie as beneta cnrollmcnt coters for the pro-
grins;

* Deselop and maintain an informatdon cleasng-
homa on best practices and cost-effectie mcthods
fioe finding and oenollhsg older iniduniadls with
greatest economic need in the prtog-as for vhicih
the idinidudals are ligible;

Preoide, in collabtbratin, with related fedcal
agency parnices administeoisg the fede.l pro-
grams rainuig and technical assistance o, effec-

uet otreach, screeniing, orollueni and follow-
up strategies; asid

• Play a critical node in fiding and enrolling the
remaining seisom and peopleith iddibailitim whto
are eligible for, but not Yot enrolled il, the Lo-
Iconsc Subsidy.

Nose that the National Center has been auidsoiized,
hboding should be appropoated so that its snork can
begin and seiiors across the country ran be enrolled
iii needs-based benefits programs.

4. Do not require information about
the cash surrender value of life
insurance policies when determining
LIS eligibility.
Through our ABC coalitons, -0 hase bard a good
deal of support for eliminating dhe cash sorroisder
naluc of life insurance poliors question hoes the LIS
applicration. Beneficiarins often do nor have this
information and paperwork readily asrdlable, and they
do iont knou boss to get the information. Seniors
and people with disabilites often pian for their fami-
lies to use their life hsirance benefit to pay for their
final espens-and Thus they often arc not isillitig to
cash in their life iosunesce now and place ai addition-
a burdcn nit their fausil members upon their death.
Govoemesit progrms should not encourage seniors
and people iribh disabilities to liquef n-hat like asseu
they hase to pay fee their prescipoon drugs. The
T-essuge senior and people seith disablitiens are ger-
ting fioes the current life insur nce polcy quesuon is
that dih- arc being penalized for nai ing and invrudng
themT soicy. Many renionr and people icith disabdi-
ties inest in life insurance policies, so they ran hate a
proper biniul upon their death and -osid be nunrll-
ing to trade that Inr peesenptico drug covcragc,

We believe sat the Admuisiution already has the
authuirty nt r..osos the cash sirrenider vaue from
the uS appicaton. The rules for counting iicnoi
atid resources ler LIS eligibility genraslly folloi te
rales for the .SS prograos adeinisiered by SSA.a An

' edinduals an duoused eigible f6r LIS if the anea Medirar bencidciry and boy ndery eithcr SSE or posopaic i, ann fsbhc
Sr psegraw l(QbMB, 5SIMR or (Q-l). ,o ssu-d preily CnMS hba rrsurid ihat crc -hud 0the 632.000 peCplt euse lest

iheir d-erd status fnt 2107 hbai Iegaimed LIS rigibliy.

S tec Seoul S.u.ty POMS Hi 03020.001, reosno C buipe//m~sae0anmyee/appslg/pamncsf/hau/OoO3uIS0il.aapsndea i
(Acc-td luly 6, 2006)
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impornant esceptont isoplemented for the LIS sub-
sidy, ho-ever, is the dieiinsaon of momliqoid
resource, from consideaimon d Non-liquid resou-es
inducd such property as vehicles farm equipment,
and machinery. This significant deniatioi from She

SSI roles strongly smggests that the Administration
has the abilith to deviate on the rash surrender value
of life insue-tice question. Rnosng this qeiestion
alro vsould promote the goal aticulated in the MMA
of creatisg a simplified application form and
procem.- If the Adninistranon does snot alrady hare
the authority to deniate frhon the SSI roles, thess
Cogess Should pass lgislation that moold allow the
Admisistsnaoti to dciate from che etlet rgarding
the cash surrnder s-ase of life insurance policies.

S. Do not take the value of in-kind
support and maintenance (ISM) into
consideration when determining
eligibility for the LIS.
Analogeus to the cash snre-de, salue of life insur-
asee, -c believe the Administration has the authoirty
to disregard tho value of in-kind esippoirt and tasintc-
nance shen dctermining LIS eligibility. Again, if the
Administration does nor have the authotiy to dnsate
from the SSI rides OD ISM, then Congrees should

address this issU in egislation giving the
Administranon the authorits to do u.

We also hare reeived a grood deal of support from
local ABC mambhes for the removl of the ISM qucs-
fions from the LIS application, as the quesuons are
quite dihfiauh to esemate duc en the fact that the
amositi of its-kind siappor, generally changes from
month to month The fstaunting amosrns of ISM
mrakes it extremely dilficult for the applicant so track.
fhis difficuhvy discourges bcefiisori fnom applyitg
foe LIS and, therefore, is a bhroes to enrollment For
many seninrs and people testh disabilitiras their
depondence on in land suppont wosdd end if they mer
eligible for assistance with their prcscnptions fiom the
LIS ISM can isneude the mseket value of food, enn,
mortgage paymonts, real property taxes, hbting fiul,
gas, electridtvy, raer seeage, and garbage collecoon
fecs gren to the recipient by s third party. It isunea

sorable to cpece applicants for the Pan D 11S to
know hose so caliate the fis market ,alue of many of
these items, puocoiasly sen-cge and garbage collec-
lion serices nThe irealisti. 1el of detail inselved in
calculating the value of in-hlnd support and imurte
rouce is likely resding in potoatally eligible bencfics-
aties not filing LIS applications

6. Do not count funds in retirement
savings plans such as 401(k) accounts
as assets, but do count distributions
from such plans as income.
Fo.e thnt ajority of people who are nor covered by
traditsoial defines bnefit pension plais, thr
resouecesin thdrt40l(k) .d otherretirement savings
accounts tcprsetns their only reienment xavings.
Periodic disroibsuons dusing retireent from 401(k)
accounts often consttute the only income people
hare to sapplenten hdr Social Scunrity benefits

Ilosrcveer Social S-.stury does not consider a per-
son's pension (defined beisefut plan) to be an xvset
,,hen desermiting LIS eligibiliryy Pesnsio are only
counted to the etrent a peison is ascnralv drawing
money from them Forsng people to cash in their
401 (k) plans to become cligible fir LIS, therefore, is
contrary to bhsi public policy, whils riteournos
people to rse fiha retirenen.t A number of advocacy
groups hIae told us that as vith soadinonal pceson
plabm. disriboisons from 401(k) plans should be
tened as income, but the finds in the account
should not be treated as amsets Treating the Won
retirement wshicles diffeenth- is inconsistcnt and
unfiir no people *rhose prniary planned retirement
source is a 401(k).

'%vhile these rtrement 5n-ings [401(k) plntst
are intended to proside income over a long
period of time. thq are treated as ascts for
p oses of esrablishing eligibility sith inter-
est and diidends treated as income In con-
trst, the income fiom a defined bencfit pen-
snon is captrord in the income tess, and the
pension does not show up as on asser. In sum,
nvo inddiduals man effecticty hare the same

"Nemon , Pamna es. al. 'Tossed M.agIx ,Medinre XSoik foe ta, O-nots S1euficiane A Btlfine Cnnnpson f the Pasn D
l Incon Suhedy and Modicam Sacinqg Peppms Elqabistty sod En.ismen. Rv'Ilet e lcane, F Fmih Pndaisi May
200. hp .. aJt n 6,2006)

0
S-c SSncDsla( aIKifthrntatlecmOiyAcs brp.//.s.e/OP h-e/at/oIVelIS8leODlh4.A
(.A-enei Itestasy 16, 2007)
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itcome levels bet the petton who controls hit
own ase will he n-de ineligible for trip."

We believe the Admninistration esiretl has The
asthority to treat funits i's 4010(k) plant the tam as
the feeds in prniotne cots bitt if that isent the
cae, Congress shoeld addrest the titer it legitla

7. index the co-payments and
deductibles for people between 100
and 150 percent of the Federal Poverty
Level to the Consumer Price Index
(CPI-all items, U.S. city average), as it
is more reflective of cost increases and.
therefore, more closely mirrors
beneficiaries' ability to pay.
LOS eligiblr people nsds income below, 100 percent
of the FPll vill have their p-resepots drsg costs
iticreased is 2007 according to thr GPO (all itemrs,
U. S. diry sar..gt).- Socia Srenity irnplem-ted
cost of-livitig adjustrent of 33 3 percent is NWO6-
that cor-pondd to the CPO incrate in that sae
rear. Stitce the cost-of-IMlvn adjorn-tn is itt line with
the co-payment inreas, benoftiariet sh~old entttin-
tie to be able to, afford the co-paoeret required to
get their prescription dvegs

Flowere, for LTS-rligible benefiiaries smith
titeomnt bveteenI 000 end 050 percet of porerty
their co paiymeno are interased according in the pgre
ceniag inrease in amerae per capita aggregate

rependitnees for cnetcved Part 13 deegt in the US. for
Part 13 eligible indiridital, withost regard to she
aneot of Social flecety bmeneie incea-ses' For
-saple, Part D co-payineno Not this groep incesed

in 2007 at a eare of tove than tso times the GPI,
h-os $2.00 to $2.150cor genetics nnd from $0.00 to
$11 3s for brand none drcgtt Thorcern, The salon
of the benefit for people betwee 100 and 050 per-
cent of the FPP diminishes aignifieantly ose timr

According to a study relasd by A.AttP, brand
name dreg prices inctased 62 peret to the 12-
erimib peniod ending March 31, 2006 Tho is pro-
porninate increase in Part 13 capaymeno oce the
Increas Its Social Seciwits benrfie mill become
tiscrearingly iore borenslene to people lItsitg on
fised incomes ocer the coining pears. As the tear go
oti and prescription dreg emes conta-n to rise, the
dispanity bcteeso the rose in drugl costs, and the
increase iii Social heS-fty benetti will becomne esri
greater. Accr.ding to rthe FY 2005 liSA Performotice
and Acc'osntbilitv Pe~peri, 'Sncol Secrrnr bnenfir,
comprise 90 to 1060 perceet of the total incense for
oct third nf the elderl benoicianrs; and foe almno
tw-thirdis of the eldedly beneficianos, ir is their mrajor
itreoe soore 150 so 100 percet of their in-
comel '- The cc paymeost and dedocitbles, for peo-
pie ssith itncomes between 100 stud 100 percetit of
FPP. thoeIld be indesed to the GPO in the sam may it
is for people ithb incomes below' 000 peeceito of PPL,
en renee chat people can continee to afford their
prosciption drugs.

o Aoc.jManh,~, rI. atMediesrIeiotn n henn mloim etmico rgas'- oe ad
F-duni.as, Oem 2002.by/irgngio vdat1.en#/05&icooa1oeodlaec lai2i, 20061
o eegtDoi1 4lifl)iAf(ii oldie SWa Sassy- Ass flse detit a-meo appiuea andre apiogepy (It(DtifiaI-ihfec 2007
itra5 be the ditri ainmt tyrotifd is scab pargraph oc-oil by the anitan p-sanige irocas in die C-roc Pee

lilt. neie U.S. aliy ssrge) ai of Optrmnitilmeb pro- s a -'
bep/smcacee/O tjmc~nciedcg/1i50214bmt(Acar-d IO.n.sry t6, 2to7)

SSA Gist ad tano it 0eo-eyot'rnsIrirr m die Comorr Peri index C Uidian Wiirs tError and (lenfcal iWiak-r
(CPI WI tsp/n-ase/iCIOAcna-sbeldcae ei 6, 2006)

oSee §l86015 OlbS6lef fdie SeeulS-cseAo~ t-remoai-pnrcngrircieopcihed iodhiitPacanrPhbGfIrrasaeneaiadmhe
-mmii _ pie ingssmat e-aserc, r capia aggnean eenlnm bemed Par 1) dmgm in fihe Usind Sun her Pm 13

rfipblr modnirlon, a, denwed bs dfie S-cner I irf 12 nisoi penci teding to Nly eth di ihss 'minigmenMnst
dir. Snter-y shel speed' bnp//11s'm .1/UP JH.ea/eai/eitfl'10D002.hns lA-acd Janrea 16, 20071

CNatS tate (heCe,. hei ttdicau and Sare Cprori-e, Dnabird ad hiedi Proteims C-ep) to Sisier Mediai d ttirccns
Dorober tO, 2006. hep/'rmbng/mldtmnm51~00pfAcr Ja-iay t6, 20071

oA.ARP Cablic Poum- tonnim wds is btArfateor Threes f Bocd None Cersiptico Dm Used Or Older attrsi-
Firs Qa-cr 2006 Upd.in' litt- 20006ip/aoipe.roix~Vd~dnaprrpf~caa Ieee 21, 20061

't0-n-freorih Soce Srorny Admtouersanrs 56K. P 2005 Perfanirce and AccoNot~iw eptet,, page 9
inp//meeimdinsfi-ancel2ass/OCerrsepdf (Aeceord heIr u7, 20061
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B. Have the SSA screen LIS applicants
for participation in the Medicare
Savings Programs."
State Medicaid officer are required ti scren for
MSPs sohen a person applies for the LIS. Un-
foeriunately, de research has shown dhat most LIS
apphcannns are nut filed ar srate Medicaid offices, but
insread are processed be SSA," Since SSA proces.se
the vast majority of LIS applicanons, it shoild be
required to screen for MSP eligibility at the nine of
the LIS applicatiei.

lmplcmntaiion of this sqoirenn is imponerant
for applicassts became partcipation in iun of the
MsPs automaricalln qoalifies a person io parricipate i
the hull LIS.r Sinc many srtaes have incxme and
aswt limits for their MrP programs dear are mor ib-
-cal dhan the LIS limits, mor people mould be qual-

'fied to r-ceivn assistance inder dhe LIS. Since SSA
already is collecting income and asset information for
dhe 1.IS applicaiioi, it would be reao eld easy for
employees to e creen for MSP eligibility at the sme

We undeestand thar SSA only can perotrm the
tasks that are aseigied to it and for which i is allocat-
Cd rerreces. IfeCesSary, Congres shoald Ciiacr leg-
islation that -ould allms SSA to screen fr MSP eli-
gibiliry wshile it is processing LIS applications and
p-isde coersponding funds to performe the job.

The Nanonal Academe of Social lInutance (NASI)
releaed a rpoen in Juno 2006 ideid "Improving dhe
Medisare Sanngs Progesmr

t r
This repon argues

dhar "Having SS administer the Medicare Savings
Peogeans would facilirare a national outreach effor,
redac thr -slfare stgmesa, and grealy simplify the

u R. e csplanmem of MOPs, e hoonm cs 7imagh lo0

applicaion pocess, and mry well be the prerequisite
for achieing rbstamiad incases is rneollect."
Heing both state Medicaid offices nd SSA offices
screen for MSP eligibility at the rime oltshe LIS appli-
Caion svill resale in sany moe peopl becoeiig
enrolled si the LIS.

9. Require theilnternal Revenue Service
(IRS) to assist SSA with tax-filing data,
providing SSA with the names of
Medicare beneficiaries who are likely
eligible for the LIS to better target
outreach efforts, while recognizing
privacy concerns.
Currentsy, SSA does not hane ac-css to crucial IRS
data that woidd allow it to benter target its cutrech
for the Pan D LIS .IRS dar are used only for the
perpose ofroing income and asret reels after ant
LIS appliration has bcen filed. The Adenmisitenon
should enaurnag the sharntg of information more
eflectirely among federa agrcies for the purpoe of
reahing out to more potenta LIS herefcidaer This
iooni also is supponied it the ABC "Pathssoy to
Suc-ces Report sa

The Health and Human Srvices Office of
inspector General issued a memo to CMS on
November 17, 2006, crprssig concern that CMS
and SSA need more efficrie myas to idendfy poten-
tial LOS-digible people at The meIno points ant dhat
data sharing among CMS. SSA, and the IRS already
occur under the Medicare S-condary Paver Program
pursuant to §1862(b)(5) of dhe Social Srcunty Au,
enacted bh the Ommibc Budger Recoecilianon Acr
of 19890e Congre-s should Cnact legislaoon that

I atny /v vikffru/me dicam/sppiardx327pdf(A-arnrd Jan 21 2006J.

The ellainsg irans de m soc -ny m rem fha snyof-iun raSPpesgems (QMn, S"LMB m QlIIJ. Abbma Ad a,
Do-asaw, Mauin. Mipmuip, siid W -emni Them na - - e in Cfeseriots nr New Yuek fmtrhe Q- I reonom -ir

NainissAcademy ofSocial tnrunnr 'fqe-s af rim Swy Psd an Sirdi-sm/Sedicaid Dflo tsigibl- mpemsng ft

Medicauc Saisog toges ' I"na 2006. ngv vr .s/acedde/mrrarim Moimrrae ivi -ampaf
rAcre-d JIi- 21, 2006)

Se t he 2005 ArC Ren-et 'aihnyr ia Sacces-s. par 20. ome-ing banrin r th rdh nna of iabms iw l - i cluding lire
of progrm mniedlees o acmedaom n t appopemi peby iatisourd-a-Sep sidcrs and oats Fras mid rth dreigased
intro-dianes in tnsa cismtnirm- effum& in idnlmntig slan mini likeh dible fbe hah ItS."

*'Dpamm if nH4sluh med Hl-ma- Serice O, 0m of tIn Tmpectr firrol, Norsbher 17 72006.
heqY/ewnasivhhaasrr/eei/iuyo/mr 03 Ofi00120Pi

1
.flAcccrrcd #O<Nemh 28, 2O06).

ts
Ac-rdee ii ih0 OIG r, .hc ehrang of imias- a aemi dhcagmids ism4k n m s ca 'IRS/SSA/C0S Dta

tricli."
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,,ouild allo, C(MS and SSA to access crtical income
and nsueaec data csntaaed in IRS filc, therebs
allotting them Cte more acc-eatels identif poecneiul
LIS elihblcs, This inforasation ssodd rllos. these
ae.ics to sieges theis ateeach and eneollnec-t
effbecs atid ,o(,Id -r.t is i-nceased eneolimecr in
the LIS prtsgai

In 2007, SSA ,ill ae iefoeniaos cn grots
uscone frarn prnor tax flings so implement a ilesans-
tested sstem feo i te Pactn B preesi foe individuals
eaeeing mern than 580,000. This datasharing
arrangement pros ides an appropnat, prcedent for
risulg IRiS data to bcter varget sctracih foe LIS. IRS
data can eb used to identf' the itdieidaals aost like-
e to fail beloy llS income eligibility leels. incdildiag
Mediucac beneficianes who hae tiet filed ta, retarns
because thewir income is below filing threholds. 'This
i.feesasion will Alow SSA to intensify eiuerch
etTocts by erageong the indmiid.aas most likely t
qualifiy foh the LIS.

The ,st maejnry of people left to enroll in the
Pan D llS are senienr and people hith dieabilities
who hate limited esns. Strategic partnerhips
among fyderal agencis, such an SSA, CMS and IFS,
will Illss' for tiageted outreach directlY to etes peo-
pke who ace most likely cligibh fieh this imptitant
benefit. It is important that this shaeasg of data be
done in a way that safeguards the psacs of the indi-
vidcal betteficiates.

10. Enact a 30-day time limit for a
decision to be rendered on all
completed LIS applications.
Itn the ineim, Sodai Sectity should ictereally
inpleent a 30-day deadline for eeisderng a deei-
sioni on all complete LIS applications. Them s1toald
be a specific dmefyame in place from the time SSA
reecics a completed LIS applitatiot toevhei a dci-
sion has to bhe ade on the appliatioit. Itts increas-
ingld difficult fee applicants, A8Cs, and other cor-
innity-based -rganizaiens to help clients and fnl-
lo. up with them, when thee hair ito idea ,hea
thcir applicantn sill be proeessed. It is aso difficult
to knos ehether an application is pendiig, if it has
been nisplaced in the system, or if the application
sa ccr, rc-cised at a11.

Wc urge SSA to intertially insplement a 3Oday
tiie limit tbir decision to be neeideted on all cans

picted LIS applicatinitt H'aisg a tine limit world be
helpful to applicants and to tied pattcis ,hi assist
applicants by allting them to lntoe aheit to espect
a dcision in hieit cae. SSA should attenipt to cli-
tact appicants ia phone within the 30 day timefram
ifit seeds additional itforiatmie to priwean appli-
catio before mailitg the pr -dcisional noti-c

t1. Mandate that prescription drug
LIS assistance should not be counted
when determining eligibility for other
needs-based programs.
The Part D LIS proeides signihcaas fihatcial assis
tance c low -itome Amcricans in paying for necded
prcscnpticn drgs. The elect of thr Put D LIS is
,ompar nised hci--ccr, nhes redi-icnis are made in
other needs-based assistance, due ii receipt of the
LIS benefir. Conygts sshould pass legislauon to
ensure that hiiciaries do not los ether needs-
basted bemrfits, sulch us food stamps Section 8 hos-
ing, and Tempomray Aid Co Needy Families (TANF)
on account cif receiring LIS benefits.

Forcing seita and people ith disabilines to
choose between the immediate necd nfstheir Secti
8 housing aitd feed snmp benefit and shat thicy
may peecic to be a mere longterm need of their
posc6tynion drags satdrrmines the basic retects of she
l11S bencfit. Not alossing the Pact D LIS ectistaiec
to count agailsts other needs-bhaed bcnehfi ato sup-
poruts the prisciple that Medicare sas desigied, in
part, to help seniors atid pcople with disabilities in
paring tor heathcat, so they wer not impocerished
by the cost Coeigeess should ense. that the benefits
that a scnir or a plnoen with a disabilits gaitis wider
the Part D LIS are not T,,set by losing mthet needs-
bated bhenefis.

12. Create incentives to encourage
Prescription Assistance Programs (PAPs)
to continue providing free prescription
drugs to eligible beneficiaries.
Foe tany yfar, Medicar encficiancts ssthiit pm.
seption drug -erage hc rvecrierd preciption
drulgs far free or at a tomsial cost thec-igh more thait
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150 Patient Aistancc Progaras sponsored by phor-

maceiscal conpsnie. In 2003, those pregr-sts
helped 6 2 million omins-ed or onderinsored

patients obtain Wonr than 17.8 millions pecssnp-
tioena it is estimated dsac in 2004, PAPs provided

$4 billion in deep to l-oincome benefiiesos
Mason of the pregonis provided free prcsription
drugs so panents ssitel incoi-ses np to 200 pe-eest of
poverTy and higher, oil no asseC restreelino, than

seesing a significant number of lone income henofici-
aner in need who lacked fehieiet dreg coerage nd
nerc not eligible foe tho LIS or Medicaid.

Since she Pars D program bcgan in January
2006, many PAPs either terminated or sigeificanily

scaled back their pro-gn-s dvo to frees of violating
federal ani-kickback lon-. Specifically, federal lac

prohibits people from ofoeitg or receiving remu-
neration to incerase the one of a parnctdar predect

at the expense of a fideral healitharce progrtne .'

Many PAPs ser concerned that proniding pr-
srcptipon dregs to loe-income people w-odd be
construcd by the Office of the Inspectoe General
(GIG), as iolaing these proisions. The OIG
issued on opinion to pe-nvption dreg co-mpav
Schering-Plough in Apnl 2006 ii which it approved
the cempanv's PAP as long as it peruied "ontside"
of Pars D aisd that it hod stringent sofegeands in
place This opinion crs lastr interpreted to apply to
other PAP progams.

Bcoewre PANs proede such coloable servic In

loe-income people, psitice mcendvcs shold be err-
ated for companie to conoene no proide this heip.
PAl' should be permitted to prende assistmace seith-
in Pare D. Specifically, Congress shosld pcrmit PAPs
to provide frec deigs m the covge gp, or "doegh-
nut hole," and cone aon agreed-popn amount of the

free e readaced -nst prtcrptin drags toneord the
Tre Oute of- Pocket (TrOOP) limira

Saitoenei if NCOA Presidrm & CEO lms Tinma mbeef H-.sa Vay ad Means Conmmionee in tbe irpb-mdonsosi of

fis Madicare DSng Eont, lose 14 2006.ay/smtrean wane ice enissed- id 4w0YAcsd
Noiemhbe 28, 2006)

" W-rdy Rcacer ecofte, Phdlps & PhilMe a presenk.s h fs he Nivarns Fli-e Skis d RnIckr iut t- T diS-e

Suninm held Sfptomber 19, 2006.

See iFsd-l Reio, VomcIe 70, N-inbhn 224 p 70625 (!vn-mbier 22,2005).
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VI. Recommended Administrative
& Regulatory Changes

1. Make all outreach materials,
instructions, applications, and
subsequent correspondence from SSA
available in at least three additional
languages: Russian. Chinese, and
Vietnamese. If the SSA budget allows,
translate the LIS application into other
common languages requested at SSA.-
\While ve recognize tort SSA hat ttdtrtdken t rencn-
dous efforts to reach ott to tots hEldish peaking
poltulation by faking 4tntlcnOite and outrach
naoenals in diff-rent lang-tage, nit are htpclul that
v ie can Constutc this offoer by wotking to nukt the
applicaion a-ailble in as least thret additioal Ian-
gagcs-Chin.e, RoetsiTn, and Vituniesee SSA hat
nude the application and intouctiOn- adible in
SpaIith. andveae hopeft tha i rill do this for the
other Thre mon t-nquested lnguagrs at SSA For
Retirnnetit C lainn

The application shuld hate a bold space nsar the
top lor indiiditals to indicate their Lngitag prhcr
ence. All finther correspondetict aitd cosnitieaoon
from 'SA to that perstn shoold be in the desigeated

aeg.age selected People who do not speak English as
their pntary angioge hIeI nit .ecially diffltIt tie
applyitg for the lOISed ntolliig in n hiedic-r Drog
Plan Soicl Srcuire has riSgized This phblem aIti
made The ittsiructions ,ailahlet in a.ntibe of an-
guages othee thnn English I he nes step is to niahk
the sppliheaooo aailable iii multiple lnngages.
Ci-tesly, a peron con road the insrrcicrions in their
tittice latgnage, but then ntiti completc the actu
applicatin in EtIglislt or Spanish. Tlis disjiinted

-rocet di-coi.ragcs people srhb speak langu-ges other
Thait Einglish or Spaiitsh from applying becante it is
Cumsy, -oiftoing. and difficult so use. M -oore, it is

likely that this pnccss increases the tistbhee of c.rurs
that ann made oo the upplicaton, whieh nay r-mIt in
appliati-ons being Lmcerrrcly denied and delyed.

So iniprov access to the I IS by Otmites lngdish
Pirohnciey (LEP) applicnos, Social Secunry hold
trotk e-pndinously tI ensore thut applicuiont am
a-ailable in the languages of regularly encuirot-red
LEP grouls According To tc SSA WV6b site, after
Etiglish, the top four most-reqousttd Ianguagen for
assistance ii Retirenest Claims ar Spatish,
Chinese, Rusiai, and Viet.n.e.e 7 Socil Se-iritv
should ork, siti budgetary coesteatits, t trans-
Jate the LIS appfianon ant outreach n-aWsrialt mto
thc la nguages .Hacing a1 of the LIS co-is-esr
nraienals aailable in mutiple anguages vo uid hdp
to imprias sac-s to the subsidv,

Top Five Language Preferences
for Retirement Claims for FY 03tt,

i RETIREMENT CLAIMS

Snanith 71 157

Chinese 7,441

Russihn 3694 j

Vitotamses 3,006

Other E - 2,581

V isou e. lbp//i r a /t ait i .uage/l EPPLs2 P -n,

Plar 7h nel urt d ao miiml nda e th qin / lad r crl' a tRug

Other commol 5 rqeetiell ngmEgt at 9i iodud. morg hees Ka.r., APbic, Aoeatan, Fait ad Toiia- Cer-1,
hnl:/nxensmoet/mnlertlati~qunn.llplNn2hnl(Acr d Jlr6 2Wo6)

' hAep//wv-era /urgaih/LfPPbu2lom (Aecasued Juloh 62006)1 rho rpun teemicmdi using the taint languag
gtEsn at roqa-i tie bei-et -aunt at irenm nt-claiants o tWnilr grnip sit [S urplants
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Makitig the initeuctitns and applications availablc
it, at . minimtim, the languatges ost requested for
Retireoent Claist is also consistent with Eucitise
Order 131h6, which eccognicid the teed for federal
agencies to imnpeoxe access to fidcrally condtced
progratms and acvities by people xth lES Rb

Stibseqe..t Drpartmcnt cf h-oxce (13j) memoran-
da ott EO 13166 specified that 'al lederal agcocies
... rutst creatc or modify plans-...to ensure meatang-
hsd access for LEP indisuduals to the iniportait beise-
fitss, iriccs inforanoao, rnd nghts provided bI the
agencies themselus."7m

Wie undeeseanc that .iSA has gone to great cfforts
to deselsip their opucal wcanoing process to ensure an
efficient applicatioti pocevi. Whik sie ack-oiledge
that duing the initial nitrollment period, this has
cxpedited the applicaton process and reduced admi-
istetie cost.s, the seed to make css, speciaized
efforts to find aid enroll the remaining, particularly
difficult-to reach population supersedes these cot-
cerns. Specifically, the benefit of making the OIS
application vailable in the most frequently requested
languages (othen than English and Spanish) ot-
ieighs the additonal time it may take to manually
process these LOS applications.

2. Have each SSA field office employ at
least one dedicated worker specifically
assigned to process US applications,
benefiting both the applicants and
Social Security by streamlining the
application process and providing
expert assistance.
Be-assc of dhc complsitv of the LIS progesm, each
local SSA uflice should hase a ivorker who is dedicst-
ed .1sely to the pro-csi^ng of LOS applikations aid
fieIding questions pertaining to she program. An

individiul needs spciali-ed skills and knots-ldge to
efficiently assist people with LIS applicatiom. A single
point of contact wousdi be helpfil to both SSA nnd
potential IOS beneficianes. Ws recommend that, if
possible, theis also shosdd be n back-tip LIS denignat-
ed worhkc at each nffie. 'Ibe bath-up designated

-etker woold step it if the pimary designated work-
er 0-s ot vacation, on sick lease or if he nr she left

the local office.

Recogninitig that somc field offices has- only li-
ied staff on site, ic reconmend that in those ca-s
there be a dcdicated .orecr vho coven a few offics
or a paricular nctoa, depending on the circum

stances of the area. ABC wad NCOA voltid be happy
to disctiss potentiatl optiotis to come up with the tlost
cfficien and effective pian possible.

The SSA office -.oitd tot hare to spend conidcr-
able dome and resources trailnng a11 cmplaices on the
LIS program if there as- one designated LOS workcr

and one back-np worker valble to asit LIS appli-
catn. This would allowo bar the desionated SSA repr-
senative to become an enperit i LIS and peoside
clients sith prompt atd accurate answers to their
qoesnoxs. A dedicated worker also soudd be usefud to
necal communivy-based orgstnionnx that try to cots-

tact SSA to assist their clietts. We hate beets receiving
reports from ABC members that then hose had proh-

lems getting a person from SSA on the phone in a
timely fashion wsho could ansose their questiotis

accuratly
The model of the dedicated sorker for a specific

SSA program is not unfamiliar to SSA practice.
Cuerentiy, local SSA offices hate representatives who
sorik soleld on processing SSI applicanons mnd others
dedicatcd to working on HIV/AIDS disability cases.
Tho systcm o efficient, as the dedicated seorkce can
beconie n expert in thn field and can work directly

with applic-not to make sure they ha-c adl the itfir-
mation they need and that a11 the information is cur
rct. Given the complsity of the LIS program, it
sIould be vcey difficuit for all SSA field ohfice employ-
cs to know the particular details of the program.

Hosing dedicated LIS eeployres a.los SSA emplo-
res tu become espets ott the topic, eliminatse conef-
sion for the client, and seroesgthens trust betwc-s
both pades.

3. Amend the LIS application to allow
applicants to designate a third party to
assist them through the LIS application
process.
A person so desigoatcd should be able to obtan
informaton from SSA regarding the LIS applicaion,
including statno reports. and the designee should
hase the a-jthorits to pr)aidc infontanon to SSA on

'4 secane Orde 13166 Sc 2. Agpa O11, 2000. op/A A-id-oicrcecertsbv'eelegsimaslhc-cind laty 6n,20g6

= U.s0 DO0 Mc-,ssodm.Eaecstvss Order O13x6 (hipsoign A-ssttS-ri-c for Persorsooth Usinvd eglshnh
P ieh.rocurnp /roeeae/eee/ear/-ep/kay/kiJ.l182tV2hbn alp 8 2002 (A-c-cd lah 13, 20061
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behalf of the applicont Since Medicare Part 0) began
in laary 2006, many applicaln., haavc sought ort
ass.sianec fiom Lmilv membens ficuds, or local
comnnaoity-bascd oegataficos Ifhe-s trustcd indi-
eidoals have helped eith the LIS application and vith
the scleroses, of a Perecnption Drug Plan.
Bcocfisanies may prefer that this perern conenue to
unaoi then bespeaking eith SSA on their bhralf and
actig as a liaison fir them. As such, the LIS appliCa-
tion should he ainndenf to include a space for the
applical-t si designate a third paroy to assist thes
through the applicanotl proc--s.

Under the csrent sytsem, third party O1ienT helps
a parson completc and file the LIS application, ht is
then unable to proside That applicant ,ith any tather
stiornantson, asIstanc, n adineay regaeding the
stows of the LlS applihcaon. Third pam. Iase
encoitnerred problemns sheit applicants cline hack
after the application has been filed and sav ther
rncmibred something that should hoer bean
inelaided. ,rm-ed. or changed. Another problennat-
ic eiteation arises whn iedieduals come hack to the
adocote ssho helped them file the apoplcacoti aITd sac
shey hase not heard thon, SSA for a long penod
regarding the application. C-urreitly, cliets are the
otily oics able to inqtfirc aboat their status atd corn-
miulcate sith SSA regarding eheir eligibiliy.

If an applicant designates a third partu, such at
coainsnity-bawd organtoation family mctaber, sr
fiesid, that party should be able to interact fnlhy nith
SSA on the applicant's behalf SSA cootsd anteed the
l0S application to it ttdde a so leinet consrent for
release of infstrm-tisn, shih ,sould allo. SSA to
interact uith a third patyne it behali of dfc l0IS appli-
cant. For examplc, SSA careendv utcs the SSA-3288
to allose a perscn to isuoitnt to the elease of isslr-
mation Jromi SSA so a third party Once shfcenteiit
is rclased. SSA can proside persostal informanon to
the third paety on behalf of the applicant, vhich
so-dd aIla tteit tO asi not the applicant. We belices
that the SSA-3288 can be amended aiid incldeld osn
the LOS application to allo' SSA to rcelace inforina
Lton to o designated third partys

A drsignated third party appointcd by the appli-
cant oIso can be a bencfit to SSA. Shotid SSA need
mor infornaon fromn an applicant contacting the
third party can expedite the process. Additiotially,

,h-nld SSA nced to irplain stmethiug to the appli-
cantE it can vork quiskly nels the third party to trou-
blehehon ant issae with The applicatioi. Thruesuen
sy tignificastly from regissi to region an I from

Social Secunt' office to Social Secuny office
Ailotins a pce-rin to be designuted as a repmentatine
n-old stake the I.S application process nich niorc
etlicient and encariraging for both the applicant and
SSA

Alloving a third parsy to be dtignated alto s-ould
encosage peopk to apply for LIS ,sho might not
othersise do so If bencficiarno khien thee could get
asistatmc throughont the entire procces from a trot-
ed rhird party, the voutld see the lIS applicatiot
process 11won tasvorats'

4. Use both payment records and
NUMIDENrT records when checking
personal information for LIS applicants
to ensure that assistance is not delayed
to otherwise eligible beneficiaries or
that they are not denied assistance
because of incorrect information in the
Social Security database.
Many tpplicait- flor the LIS li-c their Social Seancesy
ehtek or sutenent to obtasi information for the LIS
application Applicants often use the Sosial Secim'
ttinber spelling of these lame, addres, etc.. as it is
pented on rhcse doc-umnts, bec-use they a-et
that the ileittaisin is coireet as lited. Under SSA's
corren system, eshen a person lies an application fur
the LLS. his perstnal infoemati- is checked agaiirn
the Social Scdrin NUMIDENr records If the per-
ot-'s appicaonn does noit match thse records, thev
are not abfc ti apply online. If they are v nking with
ait ionlisrd adocutc, the applicatuon is torsarded so
a field offcer itho is charged ith eorrectnsg the mis-
match

A person infriuration sapy sot match The ifor-
matioti in the SSA N U.M IDENT records for mutIiple
recscino. Wid.srt may proide their diseased isi
bands cnial Scconry ittimbee because that is the
ostiriber they use fir Medicare benefit. Often,. the
.rri.r his to do ,uth the speling of the naote on the

Social Secamitv check or etatement that the applicanr
relied on. Another c-mnie rerror occurs arand the
ate of middle names and Stinail that have beeit left

" NUMODE1NT\ urn ano-y-eiicrd bh Soial S-rmyn ro mron 'N-mecaidcftton"
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onti of se applicaion. Som applaicanol silsnh e
of~isn d-ests havbe hur delayed becasae SSA list-
ccl the order sithoir amsincorrecly. entseng the
lass name as she first, on she Social Setrinry ch-k or
sst~nemmss Arnoher complication, has ansea sinc
Augunst 2006tsheis SSA begait recouting ife,-fraioit
on . persofl'S sld f s= s We are finding that story
imm~igrants'&dar of hith sisforis.io does nt ntath
That on cecord ssith SSA, TIhe Mlesicars Rights
Center (MRC) has adsisd that as styais' aone in sen
deletronic applicti~or h.s beets slelaed bec .aueni
apflicant't ittlormatio did enst perfectly match she
gerneral S-acta S-cnnty partent r-eors and had so
be ssrtingatd with she SSA regionl office laft-r
MRC could -bulinn the applicusuis eleceroiclly

Despite tigitifi-at elf-rts, it has hero show tlsat
locating and filing apslU~icanos for LOS cligihles hare
proei urestels diffictdt lbr SSA and local cosomsus
flits' orgniaatiois. 'Fhts duterisn~atmn process
should nut be niade store elsalleging because of an

i-ihl~ity T.islpu an individual's applicati.s informs
sins doe so csnflicnig isfo-rmsin. in c..tmy ,e
recods 1-Oa-iig persona informa~tion checked
agailos beth SSA sueces tll erosre that crthcr-sse
eligible applicnts ame out unncesasly delayed Otis-
tane or cdesied LIS brisefits.

Under the curets systemn, when people arsusble
to apply be-jse of the isfomanois. i ts he SSA coo
poser recods, shoy either Iselire- they -r nut ehigsble
and threefoer inns out sltthe LOS beefir, -e thr}y
nerd en challeisge the iisfornsanon is the Soctal
Security reors h'stho sthe asista-c isf person-
al reprrneatse or ad-octe, hessese, sany porrit
fial LOS hersecians stay not must that they shostid
challenge the infornassian as listed, fits -tret sys'
eis crates sore nork foe 'tSA becam iteivid-isa
eras er sibstit al LTS application acid/or .ac -ac
so save their ilsao changed ci tshe Social
Secfitr filot Os oud be far mos effusient md
espeshent To has' a sstem in plact fwist tire begin-
sing tltat -eifirsioooans ii all thc avilabkl SSA
datab-ases fes or~ect arcir, rasher thait delaying al
appliesne the -aluble LOS Ibeiefit basd oni faults'
information sit one database.

5. Maintain a link from the online LIS
application to a Web page that pro-
vides seniors and people with disabili-
ties-as well as their family members.
friends, or advocates-state-specific
information on other public benefits
for which they may be eligible.
Oreople applying fat LOS assistac aer likrly eligible
lot other seedt'hased benefits programs 0-targ LOS
applicants apple Cnn oshrr nrrds'bascd programs as
thr ruste shey.are pplying fire LOS is an riheenie mrsd
c,-firt 6tlincrr oreol stor seniors mn the nreds-
based benminlts for-rhich they, arc nligible. Techslogs'
that alto links people so tlhe LOS application alter
conplealng thn apprlication for other needis taed
p~ograint, tac1 at foodl seanrp's. u aloe ar efficientue
to enroll mor elgiblesreinesfOle corraaioris rate
heriveen people sthrs arc eligtble for LOS and tither
seds-based programs is Ihigh. The foillowing chart
illsirtea ies th ete as hi~hcl peoprle rt ho scr ed eli'
gibl'l for LOS an- Als eligible fur either isceds-basad
prograis [Tabln 4, ness pagel

SSA should erare a link Front the onlrisn applica'
nun. page to a Web, page whee The appiicrs, ad-o.
care, faninly st.este, or fiemnrd clart nr boahi other
avaiLabl needs-bond benefits prograrm and I tra c
apple for them. In additiurs, SSA should p-aide
stase-pecific islfurorasion sith she LOS decision lntcer
on wher applicants can go for other seeds-hosed
berse,.i ABC aird NCOA wre looking forward so
,,rveekig ,rithr SSA to make tsis link work wrth the
curren SSA ccchsctogy.

6. Rework the LIS application to
provide further instruction and clarity
to the applicant and to people who
help the applicant on the questions of
jointly owned assets and provide space
for further explanations.
At rrni ss ttnshe qoestuirs -c assess are dm51l
cult fireapplicants and people arstiteg thers en coos
plese with regard o -,acnns that see siwttd hy .mil
riple pcople. Tsn applieaeiut shoufld p-osde move
deesrlcd instsemtioss, abet what qonalifint as a ornts
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aSet for both single and mactied beneficianes and
him' this is to be indicated noi the LIS applicaon.
The sjestioot on the cmieeett applicacon make it cccv
diflfictl fJo sotoeone wteh limited edricanon to
-n.plete eccurtIely. The LOS applitcton also should
inschide space foe applitnnts to add asy eIplanasions
they ftel ar needed. For sampl, jointdy otned
assets eayc be senipt if the pplicane is enable to dis
pose of them nithin the spetified cme penod.

The LIS application shold p-aside tpaes for
appli-aoss so esplain why teesain assets ni- be

-eept. .Assets thatcannot be coosrseted to cash with'
in 20 da-s are not cuented'

5
-it would be munh

esose efficient for the applicant to be able to ctpslain
this to SSA frosts the outset. Te current LS applis-

uon iet elsapplicanms to incltde the Ilte of these
asets, but prondas no space to cpltio the asset and
rebut the pressption that the icets should be
csuieed. Not hating clear insttuccoes as to wihr
couot as an asset re-dts in many LIS applicasuit
being denied eho shcld nom has' been l'he ben-fi
etay not tinly espennc n a delay it accesing afford
able esdiction, best has the added rcsponsibdity to
file .n appeal in ocder to jusn8f eligibility. Time asd

-eroetccan he eaed ICe both applicaisn rid SSA if
applicants have the opportunity to pensids an espla
nation at the niic of ifdng their application.

We enderniand that SSA has been ning an LIS
applietion That cat be opticly -sanned in ocder to
make the application pro-cess as streamlined and effi'

'} SSA Pegrcen Optetitmk Minir l (PO.MS) S HO 03030.001

Benefits Correlationsia

Percent ofthose screening eligible for LOS .slisle scrccned eligibi for listed besnfit

so- 71
70-

50 44 40 34| 34 33 30

o 30~~~~~~

VI ~
'i ' - 2

'lie~nsfitcerlnsee ereelela iriscr c lcbr iased usdzaisbtissoet is she Oernlct7.lhrchip doshato benne tn Imruy I cu~d
Mast~c l,2fnn5 O~oshitieusarsse niod iniber BCU tysteosishechebenhasnelee.brssinin8 .'.Inejlrasimhreap.yt;
ethcIttsilia panine nganjasitsm that snot BCUJ ani sit cremng sed. 'Oct salsus rneesem d sles date essosei by elI

BCU mess is that suie ptind. de.ensined clodsh tea .s-Id br eigibl flieh LsS,sht -es d ihe uitdnnlualt
pfie ensant the sliunbiby esqWisesrn fo he eai-slu h-efiss thai Ire ined.' S-isses' lihssei Cheek-Up as
I bplhssr .saetsutabicssinf q/Hatpfld52l0atsesnieeatef~trane rsis'nsnes.'ADCRspe.iFNL6a23aSf5.

* LTHEAO' is sdc inw Insoene Hene f neitic Areseac tissgta.
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cicot as psrshk. We appreciato SO's clons ets , this
Ieont, bat believe that nov that the iitial enrollteet
period ha esided, se need to be iscrecsiegle respon-
siv to the special needs of the re-taising beneficiar-
ics ktht ,,ento l. Ptrviding these indtsidaals trth
addisossal isemins-c to apple-namely an applikaion
form that beter seets thcir partsiclar seeds-sill
revlt is the ritrollimnr of moro ttf the LIS eligible

bencfictaies.

7. Have SSA and state Medicaid offices
inform people who are denied LIS
benefits due to excess resources, but
who are income eligible for LIS assis-
tance, that they might want to see a
community-based organization or legal
services group about steps they could
take to become eligible for LIS.
As stated carlicr, osasy people hase incomes low
eneugSh so qsulif for the LIS, bat are deted desper-
ately nceded assistance with their pesertiptiso dregs
due to -eces teosteecs-. WEihe SSA or the state
Medicaid office determines that so applietn is not
chigibk for LIS doe to excts resoecc, the ogenee
sshoud refer the applIcant os as osusidc segantaaon
that vo.ld adviss the appliatt oi' accepahle says to
dispor of she resource to become eliglble hr LIS. If
aplictants knew that they ceid spend their ess
assets on cetin allesrahle eapeitdisres so become
dligibl fan LIS or comsers their liqmd resouoces into
non-liquid ersonves, many -rte people may se
these soggnsltns atd, in sues, would qoafif for the
peogsan. As .suh persos's sisuaces would be unique,
the vemmnifty-bhad conrelor sir legal seesset
gpoup could counsel indbidu31s as to ishat -oIld he
best for thet sintaton. For esample. indiddais
could be informcd that if they nded o renoute
their kitcheit or rcpair ths roof, they cotdd do so
wvithin the Pant D LIS eligibility rides without the
cpendtmoae abfeeing thor LIS eligtbilite

Csrmly, an applicant can afrimately neqoest a
refeal front .SSA foe a local conttmity-baed orgais-
itation or legal tresses gnesip fnr sousneling. We

bhesit that saity mote people -oald he served if
SSA aotooai-sdly incleded this referrl inflisestioun
,ith the detosi Jlett-r--isetad of s-aitirng Its be
asked-so that eretss enrsild benefit feln, the

asathie referas.

8. Rewrite the paragraph immediately
preceding the signature section on
the LIS application so that it is less
intimidating and threatening.
TI'he LIS appliatist should be res-tittes to remote
the lasguage, "I/%Ve iidrstand that acyo-tt who
khossisgly gees a false or misleading staement about
a matcoal fas is this informaso-, or sanses sontete
else to do so, commiu a rnme and may be sett to
psissai or -tay face other pealtis, or both." NCOA
has te-eised feedback fiom ABC iemt-en that ttany
stdior attd 1wople ssith doabilisies ate reloertas to
sigis the appliaton swith this hanh stascrnet. LIS
applicats feel that if they wite somrthtg doses
itcorrecedy or mistakenly they mar fae- the posobili-
tv of going to pnson.

SSA ens eserhie the section so that i still achieves
its objece-deterring false isformrtioe-sehilt at
the use time tsot osinscidatig people say fnIn
appl-ing foe benefits. '1le SSA scgslaionss only
,equire an attestation ntsder posalty of petruey
regarding the level of amset or Tesourses" Thene is
no anguage in the regoloions that reqaires tie appli-

inoon form to include the threat of imypsot-ment for
proding knhoinsgly fase or musletding informaion.
Othee government frms have penatry of pnr-oty sec
tions that are not ncatly as dettse and kgalistic as the
one on the LIS application. Foe sample, the IRS
1040 form simply states, "Under psadltses of petusv,
I declare that I hase esamtned this scttne and its
accomspanying schedols and stasees-ts, and to she
beat of my knowledge and besif, they ate mic, cot
rovt, attd comple.te" This scr-tent is a - Wsonablr
protctcon for mahing suer that people prsidedacco-
cate informaton, yet at the satte oise does not dis-
courage Medicae beneficiaries flsm applying for LIS
bhtefits for fear of incangeration.

' Sse t s16 tlajlll3lxE)(iii) sifth-c ia Sotenomt Ao- ..// esieaa/ yene/esas/1 nileay/2I8oDI-4'bn
(A-sesst la 1ian 16,20071

o IRS 1040 hopc/rwt.ingr/ya/tn-if/fltoopsfpyarttlAssoasd Aaoo 2, 2061



97

A REPORT TO OAR NATION ROIa TAO ACCESS TO BENEFITS COALITION A NATIONAL COUNCIL ON ACING

9. Shorten and simplify the decision 10. Amend the US application and
letter SSA sends to LIS applicants to allow space at the end, but before the
assist beneficiaries who may have diffi- signature. for applicants to write any
culty comprehending long documents. further explanation they feel necessary.
The ABC ia concened that the crrcnt lettcre SSA Both the onlintc td pa4er applications foe the LIS
sends to LIS applican-s informing thes whethee they shouid protide t-s at the end of the application
qialify lor the LIS is tncccsaril complicated and (but beforc the signatnec) for an applicant to pronide
not user fiiendlv. A gond somhber of the people cho . explnanoos to quesoons thee hel they nced farther
recet chG cteent decision letter ate unable to eead clarification. Os other applicanoiss and f Srms SSA
it due to factor oth as linstid education or mental ullosrt space for the person filling one the form to
health prohlens. The letter should bh rscv otn no provide additional itformation. lho SSA-632
that omroite at a foneh-grade reading ler can "Reiqost foraWaitrrfOerrpayrnent" haatetin
anldesnsd it

0
at the end enrtled R-curhkn, allnseisg individuals

For enample. she Getrrr thoold leaelv nate nor he ro s ritce is aty further information they dnem seces-
beginning hat indisidoal coold reapply for the peo- cary. Providing the ame opporrumirs on the LIS
gram at any titne if they fcel theit ninanon has appliation shold not pence to he administeanvely
chaniged. Without that beitg clearly stared, tony bhrdennme.
people do not khom that they hotld repple for the We undersnd that SSA its onceetted nith keceptg
program in the futnee. the LIS applicanon m an opncally rctabilc Form.

Ferthermor, the reatoits n person sca denied Ho cse, as stated rarlice. the rcmaining LOS eligibhlo
LIS atsistaiics should bh clearly listed in the letter am a distict nouhcr of people svhi seed additional
SSA sends. Simply staing that a pesen a income is attestar aitd oho -eold benefit Ilonm an appliatiots
ocer 150 percent of the FAL it not hdphtl to mott tsat more closely meets their specific needs. It teems of
people Ot -old be more helpfil to splain the adding nime to SSA entployees bh erainitg thos, to
applicant's income atid resources atd shv either mneaalply nnirs application nith hanaldtten note,
their income or resource leses hav made them o believe this dose ill be mininal, s not esvcone
ineligible for the Part D LIS. The decsios letter isl indude Ceplanations. It also sill sa ticme by
should he nreated us an oppertunity to educate pro requsrng fIl-ne appeals hcause people- eti present eC-
ple and sorer as a gttide for future cotat nith the sry informauonat the tim ofapplication. Ifindiid-
peig-am. Preniding a clear ciplanation so bencfici nab have an opportuniry to esplain their sitnuafiut on
arn eliminatesconfusion and litstine, cnalbtin the ongrigal application, there-s he im leof chanc of
them en ondessail n-hy they are nor certlp el- rhem needing to appeal a deeision that - not e bd
gible for LIS henefin, bhue hoe they may becoce on their coetplee ciecanssance,.
eligible ivs the fttilre. The loiter CsLrtinsh does nout Becuse applicant mut uigp the applicanon under
accoosplish this becauve osint people have difficulty pcnalty of pcjury, iany sonion asd people with dis-
uisdeesanding n-hat it mesn,. ABC and NCOA abiliries are ancomforcablo sending in the applica-iss
aoilId appreciate the opport-nity so peoside nirhoas haing the opporrotiry to fidly cxplain their
detailed comments about ho- thc initial decision usoser. Providing bcneficiares the opporitniry to
lersee atid the appeals decision lettse can he revised espain their ,tcunsrancs trill help euconrage them
tii mahe them more acc.ssible and asefid so more so apply and n.ll oearolsue the proce.s for SSA by
people. citteng dosen on un rcestvre appeals.

A oeampl iusl ms decition klssr ised by SSA it srandtl at Appeidin D.

D Sec t//wenmrpicerpiec/l/eticecptfsttim of Wliban Lao, pmsfrom of Eglioh asd etp-rs on asegeage.
Tnm that a mass adient can ondornand a do ue nt, itere espens n mnal hta a diuco-m be uiceat

k- as ibe fustSh grads Iol (A-cnrad J-s S. 20061

DThs LIS alicatiois ia i dcd is App-edis C.
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I1. Provide states with asset and
income data that allow state Medicaid
offices to screen and enroll Medicare
beneficiaries in Medicare Savings
Programs.
Curenly, lSSA only plans so prssede sataes isths
]"led data' on LES applicaists'Ishe lead data include

infoematine such as nams and mailinsg addresse,
income as a percetage of she Federl Posety Leve,
sehesher sthe incoe is Inc an individual or ope
and whether asets are absae or below LIS fieite.'
tecaise state hair -aynsg asss id inconse criteria
for MNESo she leads data d-n nor p-aide the states
wishbsufficiently detniled in-oe and ases informa
tiost To detemtnie htSP eligibility. A 2006 nreort by
thu hiedicare R~ights Ceistir agnes thac she lack nf
speificity is thse.auilahle data Imst its, ale lotstte
-itrech dflitet for MOsN ehich, like other needs-

based henefiss, tins -nsin significanly wider-b-
-inhes after many years Legal anl hista' that
prisacy concrn shal nt preen lSSA fe shae

ing ine-ie and aset data that is more desailrd.1 If
SiSA soIl has pesay cnascern, it also weltd iseli~do
language on the LIS apfliatitin iafomiig peiple
rises it ce1l share i itmoa ah the easra so etise
them in dicetrmiinig ehgsobiliey for MSP pisigrams
AARP suggest that the LIS application tecluae Ian-
gauge tau as, "Informaon esac he shared srith ypeer
stair so se ifo yan ar eligible for entta help through
state lprograms thee help pay Medicare bills. ose offi
cials say count yon if afidus-ne information is,
nteded liar this."

IfSlSA wer to pmrad more derailed leads data so
sttes, the mates ioa~ld he able so detemine MS0" ei-
gibility uiseg the SSA-p-aradd inf-tanis nithoat,
reesinig - appl~icaio from, a potenuil benficiary
'Ibis sotild increas paricipation in the caiesi
MSTO, chick hiatsiscally hac been unde-usciedb~
asid alsa in..cahe skirnuber of people eligible foe
she LIS benefit. Again, inlo-saini should only be
shared betwee lSA and the state in a man.ier that
rasare ita rafr aed posac,,

,'Fee a diseinne eflne da ta e lSA -rild hrtp nam -sn!] rmm pkel in the hISs's, -u T-he hiatt Slfi-es Resser by
s. tir iiede Itights C-esee irti -istled, Oen-icnng 'evai C-srn': tHm Aepp.nt Data hehe NotD 1am'iecm
Siibmtdy (n tin E-s4llen in tWtulnr Saun~gs P'snasas os~t Sohunies, Msy 2055.

huip/wnwnaoannasrsu~aoed/SeprtVmtssing5Pl'nq52Oairelo~dl~cisa las19. 200161

Saacat,-eop-a
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VII. Conclusion

he Nledicare Moerniiation Act, iith the Part
D pretenpfiti dreg coverage and conrespois-
ding Los-Income Subsidy: promised to pn,-

vide improved access to preription drags for seXioU
and people sith hisabilities. Groat strides hat beon
osade to proisde drag coverge to the 43 millioi

Medicare beelfianes, yet for millioits of benefciar-
ie wsith Simited ineome and reCsoaes. the pnomise
has not been fSlly realized.

Despite the commendable efforts by SSA and
CMIS, a geat deal mitre must be done to rech ont to
and agn ap the 3.4 to 4.4 milliots peiple remaining
who are eligible bar the LIS--compned ofthose with
no drag roverags, those people whs lost and still
harn not regained their deemed status ii 2007, and
those IOS eligibles wbo sea believe are enrolled in
plaits bht do not tom thes ae eligible for the sab-
sidy. Finding and helping bene-fciaie, with limited
means apply are esseitial To the o-eall sACcess of the
progamn, became they an leasi afford the prceiop-
tiiin drugs they need and as acht mnsid m gnia the

est fhoes the benSefit.
Removal of the asset test is cet1cal to increasing

enrollment in the LIS, as people with -eey los
incomes are being denied dempnrtel, needed ssis-
race with their presception dmugs. Other barrieK

to enro ellnt should also be eliminated, smcI as
permitting LIS eiigiblss to apply foe LIS and choose
a plant rcithsoit penalwy at any tinl. in addition,
fanding the nationside ne."enrk of enrollsent cei-
Tern as anthnrized in y202 nf the Older Aencans
Act sill lend to signifieandy mere LIS dligibles
entelling in the pnogeat.

Needed ialpeoseanets will only come a the Part
D LIS if memben of Congess, SSA, CMS, and advo-
cates aceo-s the coantay join togethee this year in a
collectie call to action" to make i topes enti eo
the pogeam and inoes in peotn srtegies to Sod
and esioil the enmainitag LIS eligibles. Geatee, more
targeted cffltes o,.t be foemed on this goal We
itege 1lc' kah and Adtinistaton officials to .r-
fully consider the proptaals in this papee, vhich dill
ceeo, grearee across to this needed assisance foe
pteople rith limieid means. ABC and NCOA eneo.e-
age CMS and SSA ti cononie their commiment to
improniitg die LIS and ens-ing tha concerns of el-
neable, loss-income emion and people with disabili-
ea are a top pnoriry. WVe sige ths corpoentc and phil-

aethcpie sector to inrease their in-Cstments in this
aea. We aiso challenge or fIellow ad-twates to -rnes
and strengthen their efforts to improving access to
benefits for this popidation in greatest need.
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APPENDIX A:
Goals of the Access to Benefits Coalition

T he goal of thc Acces co t.elefits Coaliton is to quickdv a-d neacnueblv educrte
Medicare b ,nefkiaties with limited income, help them neake infon-d chesce

ahsaii Medicare Ptescriptan Drug Coverage, and assot them in applying fioe Extra
FTeip ifthey qudifir. The Coaliuon accomplisles in goals thetsgh:

*Deielopbsg aitd using the beat aailabbl owledge iTo-it the phblic end povace
reetora Asout bens pracdces wed cost efsctive strategies .r reaching aed eneolling
Medicate Ieificianes oith limited incomes and tescuecet;

* Accantig tnd supporrng nationide commenitv edeianon and oneeach, focucd
on reducing conafiion and pronding bhneficiary support - deosionn-aho-g and

eneolhlssnt,

• Des-eloping and implemeting public infismation and oitteeach campaigns;

• De-eloping a robust decuion support tocl en help co-s-mnes make
oprinad choices,; aid

* Mohilizing widespread sippon aitd partcipation in national, state and local

Accse- to Benefits Coaioons

Smart.e hop://mnirDcemabcta1tob~¢ier. o/A botsr#20 Ua

ACCESS TO
BENEFITS
COALITION'
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APPENDIX B:
List of Nationwide ABC Coalitions

TMere' still time.
People who qalify r he Extra Hlp throughthe Medicare-

Prescription Drug Coverage can join a Medicareldrug plan anytime

We Can Help.
Thse ho qualily Toe the hE.Ie Help through the ABC helps peo01e Wtih Medican find oul if they
Media-e Prescnption (l)g Cower (.alsoaaed qyliehyfor lIe Cav. HOdp end emol in the pee
Medicare FIarT 01 erw c- i sign up Tm a Medicem slptoon xmeiage thSt makes sense TO them.
drog plan _ilhoul penalIy bef00 Ihe end d 2006. Using ABC's sophitscaLd wob-hased Technologye
lTns ExTra Help hImo Medicare pays To, 95 pecent ouseal tocal oganitaioms in enxmnities acos
d1 a oendiciaey s droug costs on avenage. the cuntey pmevije qopeno-one counsding end

en"dlient assistance To tens of the.s. ds d1
The Access Io Benefies Coalibon helps senios and Medicam benelianes with inhited incmes dnd
youngrr people wifh disoebilis get access To the nesoonces. PVsiTis, -enefisChekLJp-omg to see
peessnpi-n -eeay Shep need. incouding the lm em b a ased seices ABC prides.)
CElia Help available len Medica. The coation

inciudes mine then 500 ational memnees and
tlodneds emee Xmmnniyb-oned egorg abdoes in
em,, than 42 xalibons b 33 selfes and The
DOieict 01 C~olmbia.

See reverse for listing ot ABC Coalitions.

www.AccesstoBenefits.org
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42 Coalitions Nationwide
Locl and dat ABC Coalitions arn nddtgo Oducae and nroll MolhFa beneI.ficrin wrih limded inAnoes nib. Exta Hldp aailable

throngh TIhe Idadicanr prruneipann DralCoqlzengge asWell . etherpublc and ponale presciption CaviRns pnnerap.

CONTACT YOUR LOCAL COALITION,

^E AlhAX C CGEORGI A IaNNlESOA OREGON

tA.EoCearn4SWnn~~c acelAs enaceI _danrCA I Srenai IarodeA nAnnenanP s nan srne

AFlRZOA tOWn MISSISSIPPI

r ne.as Innad*.o RNee .anntwar &Ah neENA PEA ANSYlVA IA

ILLEIOIS 2afi555n Si Tie

CALIFORNIA MISSOURI SonIN CARO lINA

dnlah~roeiboIznnnT d Mie&O tn bnACs knaoonlhi~rI e5n 54nan..lsn lweaq nl4hSn
Dean&V0eeadnn A0.19siOT A, AIqAvNAC HA. L-pIOSEE~ aktwk st !*2I1 P brr03 (sSE; m 5s) SIU As 8EeF. AT lil21 zn-r S-40A125nAA31

OnrnC m.- 0105N2 OAOOA n Ins 10M i3DOi5n W.f

CEnnan 0n 2 N.l IADIAN A nni ftM nn1,7o CWnE.TOn-,liin
tr~~~ntxrtiazK~ AAA lNdI~ kaltd,(2 ldbEo - b

EienmAnznnn r~fiun
S. OW hO TIlDe2 U2 VdMd.A bn R1 IEWC PS Al RE

SIIIIInlACCI~IIAO~n Ensk~iuc A CloeE0nlCrnnn CkneidAnS

COLORADO Ge 1PmnaD pAn A aNenn
in... Ann .wan..M900

S Aadnahh LrdOUISIANA NEW TORA

SISiRIC Orf AMsSU A.lubsaED-O ubtaus-

COLEGM CIA h-nOI=A (2092?r AORIH CRD1LIAC Smuklov 11anooG-.

W inn. ` ETASSTACUSETIS S.We CI* n- AIRGINIA

ftwtenT aawwd s WS ann ie S d14¢e ASone qne n in.

FLORIOA O-.nlen~i koa P0010-Inst Vbr
k. Ne- . AM A 0n (017) b? ME OHIO ~ t(757)96Z-t

PeThrAr. MARY1 AIEAND EnrihmnEnls WASHNiATOR

S, ns en--s C&a.n bb1un Tin1-i CnntelnebiCH

t- 1tei bl Z'713 crI-13sW L r2 dD IDS
ieinA.ITOOOI~~i RAIAT.05Ap.n~n WEST nio in Ia

kredennnndoqEsh HNE .lm0nnbOiCCRi

t~naznneo- bOwnn0i Elbisinz7-nT AnnEnCruOe
OwKLCAHOA a(an.W ON)r.rr

Qmu e .rd Ekl ba bZIC H I GA THbE S~ S tmv
lb~IedEanc 2 A ae aICiCaa trDEAES~nW...

Detailed contaEt information Ean be found at:

www.AccesstoBenefits.org
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APPENDIX C:
LIS Application Form

Social Security Administr
Important Information

tlilS; Cf IVER l.E`tER 151 FOR M,70 RNI.iN71T0N ONILY.
I) NOI' 010111 Tin 111[ :011 .OWIN(3 R\05S.

0) lS INSl N N lI NPI.l TiT11(N.

You nay Em dEigib. to gEr .rDt. hdp payfog for your prE-riptio drugs.

1hu Musisuaro f-sipton Drug pto1gm kpn uon Janunry ' 2006. The progiam
gins you a ch0o6s of pr-scrpilum pla.s ih0al olursnous Eqgus ofcnsoto

You may Th obio To gut 010 help o pay for thc n-nual de d.uuhi peuus znd
c-paymcnis obild os Ihes il. diru iEYuriptsoo Drug progm

TuT Oinrc mu our hlep you. yo mv Rt fill ul h uppfiufio.E, pa itl El mh
-ouload -nvrEp. and SaDE ER Iudy. Or you may compielc un oulro appylioau
Di m.sooilu~euorltEOVau SVe oUi roviuwv your applicaulon aud mod yosu a 1e000r
o klt you kow if you qualify for extra huly We aim sill mod you iuformadio

ahnul Ih Medsitr i=isunpofu Drug program. To use the urta holp. you mast
unroll in MudicaMn P-s6opsi Doug plau.

If yo ourd holy uompotirg tto uppliahio. call Social Secudly at 1-800-772-1213
-iTTY 4EI00.320-07780 Yea 000 Dnd monc ioormainio at vsocatwloIpl2-otE.

Ifyou rood infor-atiro aout the Mudi-aru Ptoraoipto Dnug progou. 'all
T-8i00-MliDCARE fTOY I.877-4Su2WRS) o ai. his.t edloarc ros.

Mail y-ur appliahoin day We vaill pvo you a dssion rhoul vhuih r you qaaliry
hor she oaoa On2.

Jo Atino B. Bannharl
CorMIisotoiolr

0,- S1A-O2ROO-OCR-Sf-ONSTsOz-?OO6,
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i)X NOI'COM1.
1

I1., tlilSS .NO'I' ANAPPLICXSTEIN.. --. . y-s--

General Instructions for C o th i
Application for Help with Medicare..':
Prescription Drug Plan Co , -

_= Pro vide Etra felp in Paying for Yo ur Drug kipeTnses

Do you (oar the person you are helping apply) have Medicare and

Supplemental Security Income (SSI) or Medicare and Medicaid or does

your state pay your Medicare premiums?

If Ihea nser is YES. do t- rsnplit.e Silh applietioni beras-e you Iaulniticailly ill get Ihe

estra help.You sill receive amother IetterahoUt hlwyou illlre e t extnlro help. Ithe an.swer

is NO or NtrP SURE pletse complel ths applcalion. PIra red follMming ins1ucun.C ard

gnideaines W-efor comlpliIng thils applicaion. Comphe all q.stnS unless olihensw 0ot15d.

HIow To Complete This Application
* Use BLACK SNK ora #2 pencid
* Keep you uenshers SatdrXs insid the oo-s use only CAPITAL lellersn

* MLo nol ure dollar signs w Inm yo1 Tile ar sign is prepnnued: and

* Crnu can h, nrundcd to toe nearlst h.lr. dollar.

P., IO xInth. be.n DO NOT fill
or uns hsk m.rk. I. b.....

CoRReCT INCORRE |L ..n...

If You Are Assisting Someone Else With This Application

Auster lia Iuesians as if thaI per,"n wear c-ompletng th.l ogileasos. You must know Ihal fp r-11's

Social Secunty nnbe.r and financial infonaion. Also, omplekt Srcion SBmn page 6.

Completing Your Application

You may coumplte th onfirn applicaaon aT w-s.soeinlSecuritvxoS oruse the enclosed

pro-addressed sttnped envelope 10 retum yrur mrmpietd and signed appilcalion 1o:

.Soeir Secarity Adaidsluaioi
Wikes Baree Data OperationRs Center

P.O. .ti 1020
ilkeBarree, PA 18767-9910

ReTumn the enhie package Sn Ihe enclosed envelopo. Do not inclado any alachrinents. If w need

monr infomatnn, such as slalensonls fnnm financal inslitwious. we will Ionracl you

If You Have Questions Or Need Help Completing This Application

You cma Call us wlel-Free at 14100-772.1213. or if you an deaf or hard of hesaing, you nay cal nor

ITY oumelr. l-800-32S.0778.

Pain SSA-10218-OCR-SPI-INST112-0 OrsS Pan. 5
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Sf Nu'comi\'imIL Ti ITIS N1 SA'ANAPLICATION.

IA' 1,or Appruond

os NO . 60-0 16

Application for Help with Medicare | )R oFIC(1ALU I: ONLY

Prescription Drug Plan Costs
THIS DOES NOT ENROLL YOU IN THE WHODOCm

MEDICARE PRFESCRIPTION DRUG PROGRAM. St1-r cde: -i cnptn: 1

I. Appicnal's Nam. i(Print each Oclter in0 nseparnl. X.o)

FIRSTNAME Ml

LAST NAME SUFFIX (Jr., S,., dc.)

APPLICANT'SSOCIALSECURITYNUMITIR APPLICANT'SDATEOI IFIRTH
(FrMi fDD VAYVY

2. If you -re marrird awd Iinisi wb your spoana. please. provido Iheb follooiny inforlaon
for your spouse. Sf youM are no) cunnuIly wa med oryou do nolive Ic 1 ygour spouse. slap 10
quesoon 3.

FIRST NAM~E Ml

I.AST NAME

SPOUSE'S SOCIAL SECURITY NUMBER spot

If your spouse has Medicnn- does be or
sho uluo IrISh So uply fur IhO ora hdplp * YES *O NO

SUTF}X (Jr. Sr.. W.r

ISE,'S DATE OF BORTH i
(MM-DD-YYYY)

3. If you are single. a widewlrr or your slorse dus s 101 hoe wilh you, or your sarings
iseostrs and rea.lesule (loherShun your hoosel ornh more (h.n S1 AITv If yor ore warried
rod hiUng ltgether. are rhcy wrlh Snoe Ihun $235410? Include the Ihings you .- n hy y-,salf.
with your spouse sr silh someone else. Do not include your home. ebilr6 buril plot or
p-rslIal pooss-oss.

* YES If you pul an X' is She YES box. STOP. You are no) igiblh for the 00)10 help naId you
do not reed to rtur, thos applicaTion lo us. If you seed a Seller wilh this deosion. cign
the applicalion on pagoe 6 and mel.. it Au Ls.

* NO or NOT SURE If yell puan m is he NO or NOC SURE hex. cnmplele the resl of
this upplicalmon and rc.um it 1, L.,

Fp00 SSOA-1020-OCR-SlH-INSTI12-2001I PF9o 0

NO
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iX) N(Yt'('(Ml'PIFlll. 'lIltS IS NO1AN API'PI ('CAII)N.

It

If you put an S in the NO or NOT SURE box in question 3, answer a"l of the

following questions. If you are married and living with your spouse, you must

answer all of the questions for both of you.

4. Please enter the money otounts of book accounmt, in-estmucs or cash that either you. your spouse

(if muarried ond tIstng together) or both of you own i Ithe boe.s betow. Include items that either of

you own with another person. (Include only the dollar figures, not the acrount number.) If you or

yourspouse (if roamed and biing together) do not ow an i ten listed, either separately. jointly or

with another pornon. ptacr an t in the NONE box.

-Bank accounts (cbecking,sasings
andfccrtt tcflof&P deotil _ NONE is _

Stocks, bonds, sasingn bonds,
Inuttlt funds. Indridnal Retirement _

Accounts or othera St r NONE J M rE . _

| inxst irttttn - ,__,_ _ _

tAny eher cash ol home or N _ _ _

anywhere elt u NONE 9 _ ME M

'. Do you oswn life insuornce policies with a total fla salue of Wore than St .500' Answer for you

and for your spouse if your spou bees with you If you answered NO for both you ond your

spouse, go ro question 6. _ _
YoU: E YF5 ENO

SPOUSE(If lingtlgether)t * YF5 E NO

If you answered YF5 for either of you, how much moncy mould you get if you turned in your

policies for cath nght now7 Enter the amrount. If you answered YES for both you aud your spoure.

enter the combined amount. (This in not the face satue of your pothice You noy nerd to catt yotur

insoance company to help unswer thin qoes9aon.)

s _ -_ . M
6. Do you expect to use money from any of the sumnces sted inn 5queon p4.5ory orfunerlor

buonit erpenses? _ _

SPOUSE (if living togethee) * YES E NO

7. Other Ih.on oor home .nd the property on whiclt it is lotaled. do you or your spouse, i fmnied

and ttsing together) own any real ettet

EYES ENO

,rn SSA-lO2GE-OCR-SnINST se-zeuu Pa~o 9
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Oll N()t' COMPlIh'l.. 11THS IS NCeff N APPl'lj .(:'fI)N.

8. Your hous hold size muy affect the suinuno of help you can get. Therefore. we need to know how
aiany mnatsi-eo who lice Vilh you (and your spouse, if wanied and Iving Togelher) depend fl von

or your spouse ito pnvide at toasl one-half of their finanedal sappon. Reluhees may include anyone
related to you by blond. maaniage or adoption.

Ilow many relauives who lite with you and your spouse depend on you or your spouse to provide at
least u-he of their irhnanciat support? Do hot include y-unself or yvourspou.s in ths number

(Placc ao X in only onc hox.)

NON-tg i 2 3 4 5 6 7 b 9 or more
9. If you (or your spouse. if maried and Iving tngether) rtecdeiIncome from any of the sourcs hshed

hrlowc please enter the lotat MONTHLY inucue. If Elme sminlnt chainges from month to ninth
or ynu do not rereiv it every month, enter the average nioutidv income for thOi past year for
each type in the apprnpnate hoxes, Do not list wages and self-employotent. interest income. public
assisumce, muedical reimibusements or foster carn paymenis hone If you oryour spouse do not
,-ce ineoime frot asny of the sources hsted heloww place an iin the NONE ox.

* Social Sccunlty benefts | *eie' hi
(befome dedoctions) NONE _ _

RailnmadRedrnmentioots U $ m _

(befon dedchis) NONE is

*Vetes hnefils theforn deductions) i s NONF $

.Other pensions or annailUcs (Do vot
include money you receise from any | NON $i
item you included in question 0.)

* Other incomc not listed ahove. including t
alimony. net rnental lanni-, workers'
comapcnsfionbc re specify): _NONE -.I

10. Have any of the amounts you included in quesdon 9 decreased dunng the last to years'

EYES *NO

11. Does anyone provide or help you for your spouse. if marned and lining together) pay for any of
the tollowing household e-peane -food. montgag,. real. heating fuet or gan. elceicilty, mitcr
and preperty taus'? fD. NOT Include food stamps house rnepairs, help from a homing agency, an
ncrigy asaistanco prnogram, Meals on Wheels or help with mn-dicat trcatmcnt and drags.)

* YliS * NO
If you put an Min the YFS hox. enter the monthly amount
or. if the amounl changes from mouth to month. enter the
avcragc monthly amount for the past year. I _ _ .

*o. SSA-yI6EIN-OCR-S1-ONSII5O-2tlct) Pgai
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IO NDIt COMIIl-IE
0

ritis IS IS N NkPPiICXIION

If you have worked in the last two Years, you need to answer questiosS 12-16. If

you are married and living with your spouse and either one of you has worked

in the last two years, you need to answer questions 12-16. Otherwise, sign the

application on page 6 and return it to us.

12. What do you apeat to ea- in wages before laxes thb year?'

YOU: NONE $ _ .

SPOUSE (tlfihngft oethrr)t NONE $ .

13. What do you expect your net raunitgs or toss tom seff- tptoyrent to be tW ar yert
Prt an o in NONE ifyou are _ _ _ _
not -tIf-.ployed. YOU: NONE $

SPOUSE (if living togotheer): NONE 5 . -
Put an Xhero if vto. or your speurs
epet attoss. YOU: SPOUSl (iflsivrgtogethr):

14. toave the you icituded in quesent.s 120 S3 decreed in the I.,[ two yeas?

* YES ENO

15. If you or year spouse (f mnrred ond tt ing together) stopped sorrkng in 2006or 2007o plan to

stop - rkieg in 2(rd7 or 2008t enter thc month aod year

YOU: E2 0,
F., Jn=ay S .1eeb M Y Y Y Y
pee-1 roOSO inFCA 1 oi5 .21i _ 2 _

207 td M NS Y t SPOUSE: -
,.r~ad ~ SE Y 5 t(iflivingtogether) M N1 Y Y Y Y

It you are younger than age 65, answer questiSn 16. If yoau are married and
living with your spouse and either one of you is younger than age 65, answer

question 16. Otherwise, sign the application on page 6 and return it to us.

16. Do you or your spouse (if mwaed and livitg together) have to pay for things that enable you to

srork? We siH 0o00t only a part of yo.ur emiasop to-ord the inotne homit if you work and -orese

Sociad Secusty be-tits based nn adisabixity or blihdnou- and you hore work-related expe-sx for

swhtc yoyu ore not rehursed. tomptes of such expes sare: the costof of siial treaturent and

drugs for AIDS, canr. depression or epiltepsy. a wheetchadr: perso-al atenddnt ervices; vehicle
mtsdificattont. dove, rssistanur or other speciat wuork-tated uansportation neds.: work-teltaed
asisuvc technoltgy guide dog expenseu sseossry and visual aidds and Btaille transatinns.

YOU: * YES * NO SPOUSE(iifliningfEgether): * YES * NO

_or _ . . _ _ . _ _ _ _ 2.2o t Pag e 5
T.- SSA-113E08-OCR-Sfl-INSTf12-2D0U1 P.9. S
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t >~~~~~~~~~~~--- _-_-... _ _._. _... ._._ -. _. ._.. _. ......... . . _ Ni W

RuN N ti ( itMI 1.1it fils IS N(SiX' AN.'I I l fGI/iN.

Signatures
I/lWe anderciand that hy satotutung this ayphbcatin t1am/ice ate declarine cader pnially of psequry
that I/wc haveosnattined all the itotmaiobsn on this formi and bits tate and osrect to the b est of atn/car
kasactesge. t/A~e understand that atyrnit wha hnoivingty fines [ ite cit tmisleading statettnt naheut
a natenat tact in this infonnatfion. or causes coateone ebe too sina.cao ttinsl actenme and tiny is' wint
in pnsrte n r maiy baoc ashen pesa- is, o botLh. tIS e andce anit that the So tal Secaeity Admitiitis bo
tiSSA) ccitt check my/~use sttements and co/spare its recoists suith tecoicis (rein Fcdeial State. and cent
Oos eamuIit anewcies. inctuhnr tho Intemnal Revenue iersiee to maeU sore the- Itteirrinanctn N ccrrei l.
Ely siihmitfng this apphcation t amice nre anthnitnetg SSA to obtain and disclose infommahion retate-d
to ms/oilsr incotee resource.s mid assets, foreign and domness. connustent with appheahte pnnacy taws.
'[tntinfoi attiw m iy inctust-. bitt is writ hasted hto inform oa or 3boatlmy/oar ocages. acco untbalances.
investments, iwnsuaneo ttici~c. benchilc .and pensionm. Please ermttplete Setredn A. If you cannnot S5g7,11
a repemtentajtise Anasy sign far }tin. If setnnv ne c curSred yanu complete Seetioni n as melt.

----------- - ---- ---N A
Year signatarc Jtate: tPhonc Namber:

tSpouses Signainre. Date: ,

[Year tsaitiiig .iddress. __i _ Api. :

Cits. t [ SZate iZCodc:

tfyou ch~need yoarmaliingaddrecss within the ans thr ma wnhx pul an Ue: _
Iftyou wouald prefer thal wce contact co~eluea etse i/ we bane add~ilonat qauchwoncs pleast provide tha
person s uatee and a daynme pho ne naniber

patrint Ii Name Pont tact Name: I Phone Namh r: F

Sis( ~ ~ ) -O~ .- ----SEC roN ii
If yoil are assising someone 'ecw. place an X in the bnx that de&snhes who yoa nec and provide your
dacumo ph-ne number nd addteis.

* Fawmly hlimh r AMiomc * Other Advoeatc * Other
Stprcify:

* Fneed * Agency * Shitat SVorkcr

Print irs Nate: i Pint Last Name Phiue NuibcN I

!.-Wddnss: A, Z Cadt , I

Eli)I rState: ~ispCode:
F... SSA-1o20fB-OCR-Sr-INST'12-2eooi Pg. 6
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1)1) Ntl'(:l) MO PI.iL. ' IIS IS N(H' AN Al'PLIC.\l'l()N.

Privacy Act / Paperwork Reduction Notice

Sectioo 1860 O-14 of the Sod aSeoaily Ac! oulhories the collection of information

requested on Ihis form. Sloe infonrahon you prooid, will be uosed to enable Iho Social

Socunly Admnnisrotion lo delenonr ifyoau . eligible for help paying yorushbtre of the

cost ofa Modicac Prescnption Drug Plan. You do no0 os-e To give us the infonnteaon

requested. liomevr if you do nol provido the infonntation. me oill be unable to make

au accun.le and tmely decision on your applicalion. We may pntide infoniation
ctl1ecoed on this lorm to another Fedealt Slate or local government agency toa ist us

in detenraning your eligibilty for lho extra help or if a Federal Itwo requires thc nlcase

of infifonmabon.

Wc may also use 0e infioniariom you give us hoen se match records by compuler.

Matching prgonms compre our records mith thoue ofoler Federal. Slate. or local
guoverenn agencies. Many agenctius my use matching programs to fiod or proc that

a person qualifies for benefits paid by the S dednal gosromeo. TSc lasw allows us to

do Ihis noon if you do nol agree t0 it. Fxplanaions bhoul these and otler reasons mhy

infornation you proside us may be used or gien 00! are asuilable in Social Secounty

offices. If v0. wanl 1 loan mae aboutl this. contectoany Social Socurity oMfc.

Poperoork Reduction Act Stent-en -This information colection meets thil

equirements of 44 U.S.C. C 3507. as amended by section 2 of the Poaeswork

Redhction Acr of 1995. You do not need to anscer these questins unless me display a
valid Office of Manageoino and Budget coatrol number. We esti-al that it wi 11 take

about 35 urinltes to read The iostructuons. galher the facts, and ansmeo the qucstions.

You may send commews on our donoe esticate above 0o: SSA. 6401 Secunty Blvd..

Baolimore. MD 21235- 6401. Sfnd ontl ooroents remining to ni time estimate to

this oddress, not the enotplted moot.

SEND Tl IE COMPLETED FORM TO US AT TIIEADOI)RESS SIIOWN ON 114F
ENCLOSESI PRL-ADDRESSED ENVELOPE:

Social Seurity Admitnlstrtion
Wdkelk BoorB DE.ta Opertintio Center
P.O. Rox 1020
WikesBnrrn, PA 18767.9910

Fr TK-l11Pflf-OCR-SE-IRNST(I-2006) Ia.. 7
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APPENDIX D:
Example of SSA Decision Letter

Dral- -sutea Pipe - OCt

Social Security Administration
Medicare Prescription Drug Assistance
Notice of Denial

Grcet Lakes p rigram Senice Ccntrc
600 Wes Mardise, Strece
Chicago, Illinors 60661-2474

Datet May 2, 2005
Social Secunity NrnmibCr 123-45 6789

O-IN Q PUBS'i IC
123 MAIN ST
SPIlNGFIELD OR 45501

0Vc hare determined toi are not eligible for extr help rith Medicare prererptiott drrtg plan crsts. This dter-
tirnanon is bared on the root ts preisously stat yur and ari5 addiional informaton yort submitted
The rert of this notice erplatin haw s-e dereaminod thartou are not Cligibit, the inlf-matton re tred to make

thir deision, how to nig op for a Mcdiare prncoprion drug pi, what to de if -or sitrtinor changeS, and
yoar appeal ights

WHY YOU ARE NOT ELIGIBLE FOR HELP WITH YOUR PRESCRIPTION DRUG PLAN COSTS
Yte are not lgihibic r extrat help to pay tone Medicare prrc-nptim ding plan cnst, alan khnsen at suhsidy,
becausevu -on ri n in aboir the limit esbahlithed by i-s

INFORMATION USED IN MAKING THE DECISION
WVhen vs. ar -naried and Is- eith your sporo, e wc ount the res ieces ansi income for both of seu wlten ee
determine yiir dibiglitn foe thin extra help.

You and iore rponre hare the folloning re-ooces.

. Bunh acerrirni

* Smcks, isn, oir other inestosents

Your rerourcen ise cou- t are lost than S10.000. '11r tIclosed rkorhrhect thost vo- hose we counted eour

You hare 5 posnons in your household. When ir determine die nice of 5iur ho-sehold or count iou, your
spu-e who lisen with yos., atd ace relaTc reho lIves rith voa ani recrirs oie-halfsupport Ihrm you Yo.r

Yea aod iiIU spoan- have the following yeuely income

* Other penoic stitairres of 528.000

Youir iexner Ste csutiun it 100X or more of thr Federal Poverty Level. The cinclused n'oelsheect hose, you iou
or cousiterl your incosee.
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HOW TO SIGN UP FOR A MEDICARE PRESCRIPTION DRUG PLAN

You do not need to receive this e=oa help paying for the costs related to your Medicarn prescription drug plan

i. orderrto he eltgible to enroll in a MNedicae perscnpdon drug plan or Medicare Adtlantagc drug pan. You can

tnroll hegotisiisg Noenthecr IS 52005. I'or rorceinformitionuoli shuhe prescdrtlion dralgplans vavilahlo in veeir

nrua S° to sesess nsdicerc.gov on the Initernet or call Toll free 1-800 MEDICARF. (5 800-633 4227). If vot

arc deal or hard of hearing, yoai may call ThE Medicare lITY nanther toll free aT I-877-486-2048.

WHAT TO 00 IF YOUR SITUATION CHANGES

If at any tine itt the futurc you think you qualify for this evmn help, alto k-ire ais a subsidy, pleae contact at

inmmedihtely abot fiiuig a nets application.

IF YOU DISAGREE WITH THE DECISION

If yoiT disagtro with the decisinl, yoa ha.v the nght eo appeal. We ,ill peovide you scith a hoaring by telephone

or a accremcen XVi uill look at any new itfoematiout you hate. The person teho will conduct the heatitg ti

cas review had ito pnoo iinoliene ithe fimt decision. WVe ,ill resiee thosc surs of the decision whikh yVie

belitoin-tie rong and ,ill look at any ness faco you has-. Wc -itay also -ceic those pats ihihd you bhliete are

corrct and may make theo a-fatorahle or less livoable to y

If you -iii thiu appeal, ither hi a heaing or a cane reic, vyou stay ceepen it by calling roll-free I 800-772-

1213.

You have 60 days to ask foh us appeal.

The 611 das sTart the day after yoit get rhis Intree. DVe esstme von got this eIer 5 da after the date Tn it tinIe.s

yent thou an that you did itot get it cithin the S-day period

You mit haiv a good season for s-ainog moer than 60 duy.

You can call to -cquet an appeal. You can also itbtain a cope of the form SSA-1021, "RequesT for Appeal of

Dewtemination fin Help woith Medicare Prescripton Drug Plan Cosu" from fts.s.soci.lsccurt gov. Contactlt

if yoi need help.

IF YOU WANT HELP WITH YOUR APPEAL

You can hate i asIcir, friend, or siomeone else help vou. Your local Social .Sccunryolffcc has a list of groups that

eaxi help sui wilt your appeul. These groopi calt hold a lawcesor give eoa free legal rssenierif you qitalili:'. here

are abo lahyors iho do not charge unless eou ,io vow appeal.

INFORMATION ABOUT MEDICARE SAVINGS PROGRAMS

Yost may be abh to get more help isith soar Medictee health care costs through programs run bh yeor Stati

The additional hep from these Medicar. lasingi Peoganin can he coeth men than $900 a yrur To Set this

help, please call your State's nedial aist-anc (Medicaid) olice or yoir sociad serice office and ask aholIt the

Medicare Sasings Petigrie. Yuo eats get thi local phone number foe these hica hy calling hedicare tall-free

at 1 -800-MEDICARE (1 -00-633 4227). If you arr deaf or hard of heang, you may all the Mclithan T'IY

namhee roll-free at 1 877-486 2048.

HOW YOU MAY BE ABLE TO RECEIVE SS5

It docs not appear that vail ace ehgihlc far Supplemental Serunte Income (SSI) henefic EHoncs'er, you may toll

sunt to fin an SS] applicanon if ,ou have not already donie so. If you fik an SSI appi.anion. coo will recrie a

foenta deosion of voe dligihilies. If noq do not agree with the decision, you stay appea. If you drdde to file,

iti important that Yoo get in touch sith Social Scatyri tght au-'y You my caull a toll-free at I SO0.772-1213.

If o. filt an application morc than 60 days from the ilata of this noice, you may lwi SSI.
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IF YOU HAVE ANY QUESTIONS
F.or tslraauoo about Medicare presceipion dmg plots or other Medicare issues it oi she Internet or tAll
tolf-r-ee 1 800-MI)ICARI ( I-8 0-633-4227). Iftot are deaf or ha.d of hearinsog,r mar Cal the Medica
TOY iinumer so-l-free at 1-877-486 2048.

I-or itifoss.stuei aboutL he tosra help with the costs related to Medicar. pteu-sptiots drug plat- or geIcral
icIema-ti-n about Social Sectiety, i'otle techtiic ai iearee otecu rirge on the Intcrnct. Yot may alto call
Stiial Scauity tttll flee to I R00-772 1213. If yit acc IIcaf tie Isard ci hatis y, o..ti.ay tal o.ur TlY oteier
stll-free a 10-800-325-0778. We cats aoscre sost qoursions by phone.

You tao also wrist or tsisit ry Sodal S-cctiy office The office thao tt f otie aa is located at.

Social S5ecuriec
2026 W. Main St.
Spriollfreld tOFI 45001
ldephonc 937-325-0674

lI you do call or nosh ot fofier, pleate hae this lemes uith iwt. Is will help us aisowcr yolo qsutiont

Regiousl C.o-tuisuonre

Eeelottoe(s)-
Rcotiiic. Wo.rksheet
Itcsiue Workshe-e
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APPENDIX E:
2007 Federal Poverty Guidelines

~1 2007 Federal Poverty Guidelines

I -, H ~ a ~ h .E d ..

4

SI10,210

13,690

20,650

24,130

27,610

.31,090

34,070

Al.&.

S 12,770'

17,120

;2 ,470

25,820

30,170

34,520

. 38,870

43,220

Hoi;

.t1,750

15,750

19,750

23,750

27.750

31,750

.35,750

39,750

FL: Pah .dditioil -3,480 4.350 4,000
ptwn add

S-oan Iidsrd- Rtqon. Va. 72. Nionbar 15, Jom-y 24. 2007.

t_______________ ____________________________ . ._
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The CHAIRMAN. Thank you, Mr. Bedlin.
Ms. Leitzer.

STATEMENT OF ELLEN LEITZER, J.D., EXECUTIVE DIRECTOR,
HEALTH ASSISTANCE PARTNERSHIP, WASHINGTON, DC

Ms. LEITZER. (OFF-MIKE) Sorry. Prior to joining the Health As-
sistance Partnership, or HAP, in June 2005, I provided legal serv-
ices to senior citizens in Bernalillo County, NM. So on a daily basis
for 22 years, my staff and I provided legal services and SHIP serv-
ices, because we also had the SHIP service contract for the largest
county in New Mexico, and, as you know, New Mexico is one of the
poorest States in the Country.

In addition to supporting SHIP services, HAP also is supporting
the increased funding for the SHIP network. As you all know, in
the past few years, with the enactment of Medicare Part D, State
and local SHIP's programs have been an extraordinarily valuable
resource, but a woefully under-funded resource, to this Nation's
Medicare population.

SHIPs were originally created in OBRA of 1990, and there are
now 1,400 community-based SHIP programs, with 12,000 staff
members and volunteers who counsel Medicare beneficiaries about
their Medicare, their Medicaid, private insurance and other cov-
erage options.

Each year, SHIPs provide individual assistance to more than 4
million Medicare beneficiaries. Of this Nation's 43 million Medicare
beneficiaries, approximately 27 percent have cognitive impair-
ments. Thirty-one percent have limitations of activities of daily liv-
ing. Almost one-third have not graduated from high school and 12
percent are over the age of 85.

SHIPs are unique in that they offer one-on-one, in-person coun-
seling to one of the Nation's most vulnerable populations. The Fed-
eral Government has depended on this Nationwide SHIP network
and their staff of volunteers and paid staff to educate beneficiaries
about Medicare drug plan benefits and costs and to assist with en-
rollment decisions that involve mind-boggling choices between doz-
ens of plans.

Many SHIPs have come to rely on HAP for technical assistance
about complex Medicare issues and help with resolving difficult
cases. Consequently, my organization is in constant communication
with State and local SHIP programs Nationwide. Most of the re-
quests for assistance in the past year involve Medicare Part D and
the program's impact on the 14.2 million beneficiaries who are eli-
gible for low-income subsidy, or the LIS program.

Many of these beneficiaries accessed their medications prior to
2006 through State Medicaid programs. As a result, the SHIP net-
work has brought many concerns and problems to HAP's attention.
The specific concerns are identified and described in detail in my
written testimony.

But, essentially, Medicare Part D is so complex and so arcane
that it has overwhelmed the systems that CMS, SSA and hundreds
of drugs plans created to implement the program. Those systems
cannot, and do not, properly function. Consequently, Medicare
beneficiaries are leaving pharmacies empty handed and without
their medically necessary medications.
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The system failures impact all Medicare beneficiaries, but the
impact falls disproportionately on the LIS population, because they
are the frailest, the most vulnerable, the least empowered to seek
help and the least likely to be able to pay for their system errors.

Now, let's look at some of these failures. First, the system for
real-time data sharing among CMS, SSA, plans and pharmacies
does not work properly, with data being shared untimely, ineffi-
ciently or incorrectly. This flawed system results in beneficiaries
being charged the wrong cost-sharing amounts at the pharmacy.

This problem weighs most heavily on LIS beneficiaries who can-
not afford to pay standard deductibles and copayments. Another re-
sult is that when data is not shared in real time, some beneficiaries
find themselves in different plans, or in more than one plan. Usu-
ally, they are unaware of this shift.

Two, all of the drug plans, particularly Medicare Advantage
Plans, are using aggressive marketing tactics to enroll Medicare
beneficiaries, with the LIS population being most vulnerable. These
tactics include enroll and migrate, in which plans first enroll bene-
ficiaries in stand alone prescription drug plans and then target the
same beneficiaries to later enroll in Medicare Advantage Plan with
Part D.

The dually eligible are particularly vulnerable to this tactic be-
cause they have ongoing special enrollment.periods. SHIPs report
that sales representatives are blurring the important difference be-
tween original Medicare and private fee-for-service plans by using
misleading catchphrases such as, "see any doctor you want," "no
network." These sales representatives are failing to explain how
PFFS require providers to agree to plans' payment terms for each
office visit or hospital stay.

Moreover, many doctors are now deciding not to participate in
these PFFS plans, so beneficiaries are all of a sudden having to
find new providers.

Three, confusing plan structure leads to problems accessing ap-
propriate medications at the pharmacy counter. Because dozens of
plans are available in most parts of the Country, each with dif-
ferent formularies and coverage rules, health-care professionals
face a tangled web of prior authorization and formulary exception
procedures that lack uniformity.

Rather than take the time to untangle the web and work through
the process, busy pharmacists and physicians simply substitute a
drug, with few or no procedural restrictions. The result is that
beneficiaries not only lose access to the drugs they really need,
they also are losing access to their appeal rights.

Fourth, the CMS regional and central offices require specific in-
formation about client problems on an individual basis and are in-
consistent in addressing State and local SHIP needs. From the first
day of the Part D drug program's implementation, CMS has in-
sisted on trying to resolve systemic problems on an individual
basis.

This is hugely inefficient and ineffective. Additionally, HAP has
received numerous reports about some regional offices of CMS
being unable or unwilling to provide technical assistance to State
and local SHIP staff, who need help that only CMS can provide to
resolve the problems.



118

Fifth, CMS produces misleading media campaigns and cor-
respondence. This past fall, CMS issued an ad that advised bene-
ficiaries to take no action if they were satisfied with their plans.
The ad failed to inform enrollees that plans can make significant
changes from year to year.

Furthermore, CMS informational materials are often vague, are
not available in languages other than English and do not address
the needs of the visually impaired, the socially isolated and home-
bound and those with low literacy rates.

Finally, customer service representatives, or CSRs, at 1-800-
MEDICARE and the Part D plans refer beneficiaries directly to
SHIPs in situations that they should be handling themselves.
Funding for the SHIP network was $31 million in 2006, and we un-
derstand that funding is going to be level in 2007.

In contrast, the Medicare contractor Pearson Government Solu-
tions received $440 million in 2006 for a 2.5-year contract. How-
ever, the SHIPs have reported that 1-800-MEDICARE CSRs and
the plans refer beneficiaries directly to SHIPs for assistance, even
with general and programmatic and enrollment issues.

HAP supports legislation which will address and remedy the
above-identified ongoing problems experienced by many bene-
ficiaries, including those with low-income subsidy. We specifically
endorse all of the recommendations that Mr. Bedlin talked about,
on behalf of the National Council on Aging.

We would also like to emphasize once again the value of the
SHIP network to Medicare beneficiaries and, in addition, therefore,
to supporting the remedies to existing LIS legislation, we urge this
Committee to advocate for increased funding for the SHIP network
of at least $1 per beneficiary in 2007 and for all future years.

Again, thank you very much for asking me to testify.
[The prepared statement of Ms. Leitzer follows:]
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Testimony
of

Ellen Leitzer
Executive Director, Health Assistance Partnership

Before the Senate Committee on Aging

January 31, 2007

The Health Assistance Partnership (HAP) is an independently supported intermediary for the
nation's State Health Insurance Assistance Program (SHIPs). HAP is a project of Families USA,
a national, non-profit organization which promotes high-quality and affordable healthcare for all
Americans. HAP's mission is to increase the capacity of SHIPs so that they might become more
efficient and effective in educating and counseling Medicare beneficiaries (and their caregivers)
about the health insurance benefits to which they are entitled. HAP is committed to stabilizing
and increasing federal funding for the SHIP network.

State and local SHIP programs are an extraordinarily valuable- though woefully under-
funded- resource to this nation's Medicare population. Created through the Omnibus
Reconciliation Act (OBRA) of 1990, they promote understanding of the then newly standardized
Medicare supplement insurance (or Medigap) policies. The role of SHIPs has expanded to 1,400
community-based SHIP programs operating within the Area Agencies on Aging or State
Departments of Insurance, with 12,000 staff members and volunteers who counsel Medicare
beneficiaries about their Medicare, Medicaid, private insurance, and other coverage options.

Each year, the SHIPs provide individual assistance to more than four million Medicare
beneficiaries, approximately 27 percent of whom have cognitive impairments; 31 percent have
limitations in activities of daily living; almost one-third have not graduated from high school;
and 12 percent are over 85 years of age. SHIPs are unique in that they offer one-on-one, in-
person counseling to one of this nation's most vulnerable populations. The federal government
has depended on the nationwide network of SHIP staff and volunteers to educate beneficiaries
about the Medicare drug plans' benefits and costs and to assist with enrollment decisions that
involve mind-boggling choices between dozens of plans.

Many of the SHIPs have come to rely on HAP for technical assistance about complex Medicare
issues and help with resolving difficult cases. Consequently, HAP is in constant communication
with state and local SHIP programs nationwide. Most of these requests for assistance in the past
year involve Medicare Drug Coverage and the program's impact on those who are eligible for
the low-income subsidy program. HAP would like to take this opportunity on behalf of the entire
SHIP network to bring to light the overwhelming issues that SHIP counselors face every day
alongside beneficiaries, Many of these issues could affect any Medicare Part D enrollee. But the
6.6 million beneficiaries who fall into the lowest income subsidy category and no longer have
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Medicaid coverage for their prescription drugs are particularly vulnerable.' They often do not
have the means or resources to address the problems that arise. As a result the SHIP network has
brought the following concerns and problems to HAP's attention most recently:

The system for real-time data sharing among CMS, SSA, and plans does not work
properly; as a result data is being shared untimely, inefficiently, or incorrectly.
This flawed system results in a lack of subsidy status and/or plan data in pharmacy computer
systems. It leads to incorrect cost-sharing amounts being charged at the pharmacy. This problem
is most significant for beneficiaries who also have Medicaid or Medicare Savings Programs and
cannot afford standard cost-sharing amounts. In addition, if no plan enrollment is reflected in the
system, CMS enrolls the dual eligible population into randomly selected plans. Thus, when data
is not shared in real-time, some beneficiaries have found themselves in a different plan or in
more than one plan; they are then unaware of the shift. Several SHIPs have also reported that
beneficiaries with the Low-Income Subsidy enrolled in "benchmark plans" are receiving
erroneous bills for premium payments, despite their full subsidy status. This is costly to
taxpayers and state safety net programs, as well as the lives and wallets of vulnerable
beneficiaries who leave the pharmacy counter without their medications.

Confusing plan structure leads to problems accessing appropriate medications at the
pharmacy counter.
Restrictions on formularies, commonly called utilization management requirements, have led
many pharmacies to bypass the exceptions and appeals process. Resolving a prior authorization
or step therapy issue for beneficiaries involves a different process for each plan. Because dozens
of plans (with dozens of different formularies and restrictions) are available in most areas in the
country, these hurdles to accessing drugs are too burdensome for busy health professionals. In
many cases pharmacists and physicians simply will change a prescription to a drug with fewer or
no restrictions. While this process may not be a problem for some individuals, adverse
medication interactions can occur, especially for beneficiaries who fill prescriptions at multiple
pharmacies. This type of resolution also results in the plans not accurately reflecting exceptions
or appeals with regard to medications that are formulary "inclusive" but not accessible.

CMS Regional & Central Offices require specific information about client problems one-
by-one.
Since the inception of Medicare Drug Coverage, myriad problems have occurred with all aspects
of the program-from problems with the Medicare Prescription Drug Plan Finder
(www.medicare.gov) to beneficiaries unable to get their medications despite their best efforts
and those of the SHIPs, the pharmacists, or the physicians. Throughout the first year of the
program and even today, CMS insists on attempting to resolve these problems piecemeal, rather
than to address them systemically.

CMS produces misleading media campaigns and correspondence.
CMS issued an ad in Parade magazine in November 2006 that advised beneficiaries to "take no
action" if they were satisfied with their plans. The ad failed to inform enrollees that the plans
may have significant changes from year to year. A beneficiary's satisfaction with a Part D plan

'Medicare Policy Project, Henry J. Kaiser Family Foundation Medicare Drug Benefit Enrollment Update (Menlo
Park, CA: Henry J. Kaiser Family Foundation, June 2006).
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in 2006 is no guaranteed predictor of their satisfaction with a plan in 2007. Furthernore, those
beneficiaries who receive the Low-Income Subsidy and accepted CMS's auto-assignment into a
Part D plan in 2006 were reassigned to different plans in 2007 if their previous plan would have
a monthly premium more than $2.00 above the benchmark for their region.

Customer Service Representatives at 1-800-Medicare and the Part D Plans refer
beneficiaries directly to SHIPs.
Throughout the existence of Medicare Part D, the SHIPs have reported consistently that
Customer Service Representatives (CSRs) at Medicare and the Part D plans refer beneficiaries to
SHIPs for assistance with general programmatic and enrollment issues. This practice led to
problems with SHIP hotlines being overwhelmed by questions easily answered by the Medicare
hotline. Furthermore, yearly funding for the SHIP network was $31 million in 2006, while the
Medicare Contractor, Pearson Government Solutions, received $440 million in 2006 for a two
and a half year contract. 2

Telephone hold times to speak with Part D plan representatives are too long.
Long hold times in many cases have led SHIPs and pharmacies to improvise solutions to
problems with Part D rather than wait to address problems with the plan.

CMS Regional Offices are inconsistent when addressing State and Local SHIPs needs.
HAP has received numerous reports about many. Regional Offices being unable or unwilling to
provide technical assistance to State and Local SHIP staff in dire need of resolution when it
comes to specific problems that only CMS is authorized to provide. There is a lack of
accountability and/or responsiveness by many Regional Offices; and the SHIPs are left to
navigate on their own the differing perspectives of the pharmacies, the Part D plans, and CMS.

There exists a deficiency in considering the specific needs of this vulnerable population.
In many cases CMS materials and correspondence are not available in languages other than
English (and sometimes Spanish). Materials often do not address the needs of the visually
impaired or the isolated and homebound, among others. Reading levels for many materials is
consistently higher than those recommended for this population. Often, the information is vague
and does not describe the effects of these changes adequately, yielding more questions than
answers after reading CMS publications. It is also well documented that the health literacy levels
of this population are also much lower than standard literacy levels.

Explanations of Benefits (EOBs) that are mailed to beneficiaries by the Part D Plans are
not clear for Low Income Subsidy recipients.
The EOBs are not tailored to the different needs of the LIS population. Some refer to the
coverage gap, while many miscalculate the True Out of Pocket (TrOOP) spending for those with
LIS.

All of the plans, particularly Medicare Advantage plans, are employing aggressive
marketing tactics to all Medicare beneficiaries, especially the LIS population.
Aggressive marketing tactics are not new when we think back during the summer of 2005 the
Medicare Drug Gold Rush event where the brochure read, "Profit from The Biggest New Benefit

2 htto:/fwww.nearsoa.-m/indext..m?.aAeid=73& ressid82035
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in the History of Medicare - Part D Drug!!! "3 SHIPs all across the country are reporting new
marketing tactics, particularly when it comes to Private Fee for Service (PFFS) plans. Some of
these strategies include the "enroll and migrate" strategy, whereby plans first enroll beneficiaries
in stand-alone PDPs, and then target these same beneficiaries later to enroll in a Medicare
Advantage plan with Part D (MA-PD). The low-income subsidy population who are also dually
eligible (Medicare with either Medicaid or a Medicare Savings Program) are particularly
vulnerable to this tactic because of their ongoing special enrollment period.

Furthermore, SHIPs are reporting life-threatening hardship for beneficiaries who find themselves
in PFFS plans and whose doctors or hospitals are unwilling to accept plan payments or do not
understand what they are. New legislation passed late in 2006 exempts PFFS plans not offering
Part D coverage from the enrollment "lock-in" and permits them to continue enrolling
beneficiaries throughout the year. SHIPs report that sales representatives use misleading catch
phrases to draw parallels between Original Medicare and PFFS plans, including "see any doctor
you want" and "no network." While technically not false, these sales representatives do not
explain how PFFS plans differ from Original Medicare and that they require each provider to
agree to the plan's payment terms per patient and per episode.

SHIPs have reported to HAP other marketing strategies by brokers including uninvited soliciting
of plans at beneficiaries' doors. Also, once in residential buildings, the sales representatives find

additional Medicare beneficiaries by paying home care workers for referrals; offering $200

drugstore coupons for signing up with a plan; telling beneficiaries they must choose a plan or
they will lose their Medicare; enrolling beneficiaries in Medicare Advantage plans through sign-
in sheets at senior centers or other venues for prizes and gifts; and downplaying formulary
restrictions or making bold claims that their doctor is "in network" without such knowledge.

Pharmacies do not use the WellPoint Point-of-Sale (POS) option; or they are unaware it is
available or do not understand how it works.
The POS option is not an effective safety net, as it only exists to serve those dual-eligible
beneficiaries who show up in pharmacy systems with no plan whatsoever. However, as data is
not being shared in real-time, these computer systems do not necessarily reflect the correct
enrollment status of individuals. Additionally, pharmacies do not always use this system even if
aware of it, because it is often burdensome and they may be at-risk financially if the data in the
system is not accurate.

CMS recommends Patient Assistance Programs (PAPs) as a solution for plans' restrictions

on formularies.
PAPs exist as an additional, privately funded safety net for certain low-income individuals to
obtain needed medication. Instead of requiring the Part D plans to provide more extensive
formularies, CMS recommends for beneficiaries who fulfill the requirements of the PAPs to
apply for this coverage drug-by-drug.

' http://wwwv.insurancebroadcasting.com/crgO5 1605-2.pdf
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In Summary

HAP supports legislation which will address and remedy the above identified ongoing problems
experienced by many beneficiaries, including those with the Low-Income Subsidy. We would
like to emphasize the value of the SHIP network to Medicare beneficiaries. SHIPs are the only
entities that already offer one-on-one assistance with a great depth of knowledge, an objective
viewpoint, and an ability to handle complex cases that may require lengthy follow-up. In
addition to supporting remedies to existing LIS legislation, we urge this Committee to advocate
for increased funding for the SHIP network of at least $1.00 per beneficiary in 2007 and future
years.

Overall Recommendations

Coordinate data sharing between states, plans, SSA and CMS in real-time.
There are no mandatory systems in place that ensure dually eligible do not experience gaps in
their drug coverage or subsidy. Real-time data sharing between states, Centers for Medicare &
Medicaid Services, the Social Security Administration and the plans would allow for pharmacy
counter interactions to run more smoothly and accurately.

Return to the original LIS co-pays of St & $3 for full status, and $2 & $5 for partial status
until the program is operating more smoothly.
Beneficiaries are left to bear the burden of paying increased co-pays for medications they may
not be receiving as prescribed, or have been changed due to utilization measures.

Enact a monthly co-pay cap allowing some reprieve for those who take multiple
medications per month.
Beneficiaries, who take more than several medications per month, brand or generic, face
incredible hardship when it comes to paying multiple co-pays. Enacting a monthly cap allows
them to actually receive all of their medications, rather than choosing between paying their rent
or food.

Errors that occur by the plans or CMS at the expense of low-income, needy beneficiaries,
who have been charged incorrect co-pays, should have the option of opting out of refunding
moneys to the plans due to financial hardship.
Where data is incorrect and beneficiaries are charged higher co-pays or asked to pay plan
premiums because their LIS status is not reflected at the pharmacy counter, beneficiaries are
asked to layout moneys in order to obtain their medications as a result of error beyond their
control. Under these circumstances, neither CMS nor the plans are living up to their end of the
bargain.

Remove the barriers to applying for LIS by eliminating the asset test and by not allowing
the subsidy to adversely affect any other means tested benefits such as food stamps and
rental subsidies.
When reductions are made in other needs-based assistance programs such as Section 8 housing,
food stamps or TANF benefits, this only serves to discourage LIS enrollment.
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Expand the POS option to make it useable in real-life instances of inaccurate or inadequate
data transference issues.
Coverage should be available for all LIS beneficiaries that have drug dispensing problems
beyond their control at the pharmacy counter. CMS should also require use of the POS option
and hold pharmacies harmless for acting in good faith.

Remove any need for determining life insurance or cash value thereof.
The SSA application currently requires applicants to report the cash value of their life insurance
policies, however, many beneficiaries do not have this information and paperwork readily
available and they do not know how to get the information. Seniors and persons with disabilities
often plan to use their life insurance benefit to pay for their final expenses and not cash in their
policy now to place additional burden on family members.

Exclude in-kind support as countable income.
In-kind support and maintenance is difficult to estimate due to its fluctuating nature. This
discourages beneficiaries from applying for LIS because it also threatens their in-kind support,
and is therefore a barrier to enrollment. The unrealistic level of detail involved in calculating the
value of in-kind support and maintenance is likely resulting in potentially eligible beneficiaries
not filing LIS applications.

Allow SSA access to IRS data in advance to allow for targeted outreach specifically around
the Low Income Subsidy, just as they have done with the new Part B premium legislation.
Given that the Part B premiums are now based on income information released by the IRS, the
LIS should follow the same protocol for consistency and accuracy.

Authorize the costs of drugs under Part D to count towards medically needy "spend-down"
eligibility for Medicaid, as was allowed for low-income people entitled to the "transitional
assistance benefit" in the Medicare Discount Drug Card program.
Beneficiaries with Medicare, who also require the use of Medicaid, often met their spend-down
or surplus income through medication costs in order to access their Medicaid benefits. Now that
they can no longer do so, they are unable to meet their spend-down or access their Medicaid
benefit which also covers their doctors, hospitals and rehabilitative needs.

Cover Part D excluded drugs such as benzodiazepines, barbiturates (anti-anxiety, anti-
seizure medications), and allergy medications, especially for this population.
It is particularly risky for the overall health of our fellow citizens not to cover mental health
medications that keep beneficiaries functional and stable.

Conclusion

While we realize CMS and SSA have been working diligently to resolve some of these problems,
all of them still require substantial attention and systemic consideration to improve the Medicare
Part D program, especially for our lower income beneficiaries. HAP urges lawmakers to consider
these recommendations carefully and strategically, building upon the existing knowledge of the
SHIP network that has strived for excellence against all odds.
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The CHAIRMAN. Thank you very much.
Do I take it that both of you would recommend that we do away

with the asset test?
Ms. LEITZER. Absolutely, Mr. Kohl.
The CHAIRMAN. Mr. Bedlin.
Mr. BEDLIN. Yes, absolutely.
The CHAIRMAN. That is good to hear from both of you.
In your experience, would more seniors apply for the low-income

subsidy if the application process were streamlined, and can it be
without doing any damage to that application process?

Mr. BEDLIN. Very much so, and we do have some specific ideas.
Take, for example, the question on the cash surrender value of a
person's life insurance program, something that I personally would
have a real hard time finding somewhere in my house. It is com-
plex, and typically seniors will use that for their burial expenses,
to help their kids when they pass. So we don't think that that
should be counted against them.

Senator Smith earlier asked about the question regarding in-kind
support and maintenance, which penalizes someone if their family
is helping them to pay for their grocery bills or their heating bills
or for their trash collection bills. We don't think that makes any
sense. It changes from month to month. We think that question
should be eliminated.

We also have concerns about the application form in that it
threatens someone with jail time if they fill it out wrong, which is
not the case with a lot of similar application forms. Those mention
perjury, but they don't mention jail time. We think that should be
eliminated.

Fundamentally, though, we need to move from 20th century ap-
plications to 21st century, and that means really providing applica-
tion forms online that can be submitted online. We file our taxes
online. There is no reason why one should not be able to fill out
a form for a whole host of benefits that they are eligible for, be-
cause there is a lot of correlation.

I am not expecting that most of their seniors are going to do it
themselves. They will probably ask their kids, or they will ask a
counselor. Fill it out online, submit it online, it reduces the cost,
it makes it a lot easier, that is the direction that we really need
to go.

The CHAIRMAN. Ms. Leitzer.
Ms. LEITZER. Senator Kohl, I agree with everything that Howard

has said.
I would add that I have, in the past, tried to help clients for

other Government programs figure out the value of their life insur-
ance. Many of these policies were 20, 30, 40 years old; the compa-
nies were no longer in existence. It took advocacy on the part of
me and my staff to try and figure out who now owned the company
that was issuing this policy.

So it is a time consuming and difficult process, and that includes
also the process for figuring out in-kind contribution. It is very,
very hard to do that.

I would also like to address the issue that you raised earlier of
the IRS data sharing. It is interesting to note that the Medicare
Modernization Act already authorizes that for the Medicare Part B
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premium, so there is precedent for allowing data sharing by the
IRS with SSA.

The CHAIRMAN. That is good.
One more question: In addition to the more than 3 million low-

income seniors who may be eligible for the subsidy but haven't ap-
plied, more than 600,000 seniors, as you know, lost their automatic
eligibility and need to reapply this year. Are our poorest seniors
falling through the cracks? What can we do to reach this most vul-
nerable population?

Mr. BEDLIN. That is a very good question, because, as we under-
stand it, 400,000 of the 630,000 that still have not applied and are
remaining out there. These are people who had the LIS last year,
but now, when they go to the pharmacy, for example, they may be
having to pay a deductible for the first time. So they are going to
be in for a real surprise when they go to the pharmacy.

Now, many of the plans have provided for, we understand, a 60-
or 90-day transition period, so they may not get hit with this high-
er cost until March or April and they will be, again, in for a big
surprise. There are things that we need to do, because this is going
to happen every year. Next year at this time, we are going to be
facing the same problem.

A number of things can be done. I think we need to screen them,
and before we tell them that they are no longer eligible, to make
sure since they may well be eligible. I think we do need to, within
the concerns of confidentiality and privacy, try to find these people
and screen them for whatever LIS category they may be in.

Second, I think we need to require some kind of a transition pe-
riod. We shouldn't be cutting them off on January 1. There should
be some requirement that we use the months of January, March,
and April to find these people after the open enrollment period is
over.

Finally, maybe there should be a presumption of some kind, that
these people will continue to be eligible unless it can be rebutted
that they are not. Why continue to put the burden on them? I think
it is an area that we really need to take a close look at.

The CHAIRMAN. That is good.
Ms. Leitzer.
Ms. LEITZER. Senator Kohl, I would just add to that that other

benefit programs have a recertification process, so before somebody,
a beneficiary, is dropped from a program, they are sent a letter to
come in and be recertified, and I would suggest that that system
should be followed for this population, as well.

The CHAIRMAN. Thank you very much.
Senator Carper.
Senator CARPER. Thanks, Mr. Chairman.
My thanks to both of you for joining us today, for your testimony

and for responding to our questions.
You may have spoken to the question that was raised while I

was outside of the room. I think you have already spoken to it in
part while I was in the room.

We are going to have a debate, they have already had it in the
House of Representatives, about changes in the Medicare Part D
program with respect to what role should the Secretary of Health
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and Human Services play with respect to negotiating drug prices
or not.

The House has taken a position, and they have sent their legisla-
tion over to us for our consideration. I want to set aside the ques-
tion of whether or not the Congress would mandate that the Sec-
retary play a role like the House has suggested, or there would be
an option for the Secretary to play that kind of role.

Whether we end up agreeing or not on doing something on that
score, what else should we do? I think there are a number of areas
where you agree. You have mentioned a couple of them, and one
of them was with respect to assets.

Just run through for me again, just to re-emphasize the areas,
as we take up legislation this, sort of a to-do list of things that you
agree on steps that we should take.

Mr. BEDLINT. Sure, thank you.
I think we really need to prioritize where we want to spend lim-

ited resources. We all recognize that we are under PAYGO rules,
and when we go to staffers, the first question we get is, how much
does it cost, and how are we going to pay for it? So we need to
prioritize.

That is very important as we look at improving Part D, and we
would argue that we need to start by looking at those who are most
vulnerable, lowest income and in greatest need of help.

I would ask that you think about a typical American grand-
mother; widow in her 80's, living alone, relying on her Social Secu-
rity check for income, multiple chronic conditions, taking a dozen
or so medications. There are millions of women who fit this cat-
egory. My grandmother was one of them.

Let's look at how current law would affect her eligibility for the
low-income subsidy. If she saved during her life, to put away a lit-
tle nest egg, generally around $30,000 to $40,000, current law
counts it against her, to deny her the extra help she needs.

Similarly, if she did the right thing, and during her working
years invested in a 401(k) plan, current law counts it against her,
to deny her the extra help she needs. If she has a life insurance
policy, which, again, might help pay her burial expenses when she
passes, current law counts it against her, to deny her the extra
help she needs.

If her kids help her with her expenses, be they grocery expenses
or her heating expenses or trash collection, current law counts it
against her, to deny her the extra help she needs.

Let's say she is getting the extra help and overcomes some of
these obstacles, but her income is just above the poverty line. Let's
say it is $11,000 a year, which is less than $1,000 a month. That
is over the poverty line. Under current law, her drug copayments
will increase each year by more than two times her Social Security
COLA, making her medications less and less affordable over time.

Finally, again, if she is receiving this extra help, it is going to
count against her in terms of how much help she is getting from
other programs, so that current law would cut her food stamp ben-
efits and cut her low-income housing subsidy.

These are areas that we think need to be priorities. We think
they are relatively non-controversial, relatively inexpensive, and we
urge the Congress to take action on them this year.
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Senator CARPER. I am going to come back and explain to us what
you mean by relatively inexpensive

Mr. BEDLIN. That is a good question.
Senator CARPER. But, Ms. Leitzer?
Ms. LEITZER. My organization has endorsed and we share the

same recommendations with the National Council on Aging.
Senator CARPER. Every one of them?
Ms. LEITZER. I am with the Health Assistance Partnership.
Senator CARPER. I said every one of their recommendations?
Ms. LEITZER. Every one of their-in fact, our organizations

worked on the recommendations jointly.
In addition, my organization supports the SHIP network, the

State health insurance assistance programs, that have been pro-
viding one-on-one counseling to the Medicare population. They are
an extremely valuable network, they are woefully under-funded,
and we would also urge that Congress allocate $1 per beneficiary
for this network in 2007 and in future years, as well.

Mr. BEDLIN. We agree with that. SHIPs definitely need more
money, and we also think a wise investment is in the new National
Center on Senior Benefits Outreach and Enrollment that was re-
cently authorized under the Older Americans Act. We are trying to
get a $4 million appropriation, because that new center would be
utilizing all the lessons learned and cost-effective strategies that
we think can make a real difference.

Senator CARPER. In the pay-as-you-go world, where we are going
to try live once again under the rules that existed about 4 or 5
years ago, what is relatively inexpensive? Any thoughts on how we
pay for what is relatively inexpensive?

Mr. BEDLIN. Well, it is really a question of priorities.
Senator CARPER. It always is.
Mr. BEDLIN. There are a lot of things that we are spending a

heck of a lot of money on, and this is a population who made Amer-
ica as great as it is, fought in World War II and worked all their
lives ta help their children. Now many of them are on fixed in-
comes and have a lot of chronic conditions and need help. So, cer-
tainly, they need to be a priority for us, in my view.

We will see how CBO scores a lot of these proposals. We think,
for example, back-of-the-envelope estimate on eliminating the asset
test, would cost about $1.5 billion per year. That is probably by far
the most expensive recommendation that we have from the list. We
think the others are far less expensive.

There are a lot of ideas that are being floated about with regard
to how to pay for them. People are looking at the stabilization fund
dollars that remains and so-called overpayments for Medicare Ad-
vantage Plans, so I think those could be potentially part of a pack-
age.

Senator CARPER. Thanks very much.
The CHAiRMAN. Thank you very much, Senator Carper.
Senator Casey.
Senator CASEY. Mr. Chairman, thank you very much for con-

vening this hearing.
I want to thank you for focusing our attention on issues of con-

cern not just to families across the Nation, but in particular those
families that are struggling with all of the challenges that I have
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seen on the campaign trail over the course of 20 months when I
was campaigning, all of the problems with Medicare Part D.

As much as people appreciate that benefit, there have been tre-
mendous problems in terms of confusion, in terms of access, but
also in terms of whether or not we are going to focus on I think
the urgent priority to have a negotiation for lower prices. But I
think that this hearing today highlights some of the other problems
that maybe don't get as much attention as a negotiation question.

One of the questions I had, I wanted to go first to Ms. Leitzer,
about one of your recommendations. The third recommendation you
made, and I am looking at your testimony on page five, which was
this: enact a monthly copay cap, allowing some reprieve for those
who take multiple medications per month.

I wanted to have you elaborate on that. I know you have gone
through it once, but some of these issues bear repeating and fur-
ther emphasis.

I know, for people in Pennsylvania, we have-depending on how
it is counted, but I think we are still second in terms of the number
of senior citizens, in terms of population-we have just over 1.9
million people over the age of 65. We have got a huge Medicare and
Medicaid population, of course, that includes those over 65 and a
lot of people under 65 who benefit from those programs.

But you cite in particular the hardship, and I wanted to have you
elaborate on the question of that hardship.

Ms. LEITZER. Senator Casey, the hardship is that many clients
that are certified SHIPs-and, again, we are a National organiza-
tion that are assisting SHIPs, but also in my own practice at the
Senior Citizens Law Office in New Mexico, I had clients whose in-
comes were SSI or just above SSI level and they were taking 20
medications. That is not unusual.

The fact that they have to pay these copays for each medication
they take, that adds up monthly. When you are talking-about a
really poor population that have other expenses-housing, heating,
food-those expenses really make a difference to them, that added.

So to cap what somebody's monthly copays could be would be
very, very helpful to this poorest population.

Senator CASEY. Of the people that you are working with every
day and that you see, you said it is not necessarily unusual to see
individuals that have to take 20 or more medications per day.

What-percent, if you can estimate? I realize it is probably an esti-
mate, but give it a good educated guess. We won't hold you to it
in specificity, but what percent of that population that you work
with in your experience is in that category of 20 or more medica-
tions per day?

Ms. LEITZER. I would say that it is more typical to be eight to
10 to 12 medications, but it is not unusual to have people on 20
medications.

In fact, relating this to the 1-800-MEDICARE, when people
would call 1-800-MEDICARE and they did have 20 medications,
1-800-MEDICARE would say, "We can only handle people who are
on nine medications or 10 medications or less." So the SHIPs were
handling a disproportionate number of Medicare beneficiaries who
had large numbers of medications.
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So, to answer your question, I would say that maybe 5 percent
of the population are on 20 or more, but I would say maybe as high
as 50, 60 percent who are on eight to 10 medications.

Senator CASEY. Eight to 10 medications, a significant number.
Mr. BEDLIN. Senator Casey, just a quick follow-up?
Senator CASEY. Yes, sure.
Mr. BEDLIN. Three things that can be done.
One is Senator Smith will shortly be reintroducing a bill that

treats dual eligibles getting home- and community-based care simi-
larly to those in nursing homes. We support that bill.

Second, I mentioned earlier how those copayments are indexed.
For folks below 100 percent of poverty on LIS, they are indexed by
the Consumer Price Index. For those between 100 and 150 percent
of poverty, they are indexed by Part D costs, which are twice as
high, generally, at least, than the Social Security COLA. There is
no reason to treat them differently. They should all be indexed by
CPI.

Finally, again for dual eligibles, Medicare and Medicaid eligible,
if a State should decide to help pay for that $3 or $5, or $1 or $3
copay, they will not get a Medicaid match. That is 100 percent
State dollars. We believe that the Federal Government should
match that State contribution to help pay for dual-eligible copays.

Senator CASEY. I know I have limited time, but let me get to one
more.

I wanted to focus, Mr. Bedlin, on your testimony, and one of the
points that you made, if I can find it here on the right page, was
on the question of outreach. On page 10 of your testimony, you talk
about-and this, of course, is a list of recommended legislative
changes.

This, I guess, is the third on the list: Appropriate funds to sup-
port organizations that use a person-centered approach to outreach,
which has been shown to be one of the most efficient and effective
ways to find and enroll LIS eligibles.

I point to this for a couple of reasons. One is, I know in the State
of Pennsylvania, for example, with regard to programs that help
very vulnerable populations-I am thinking in particular the Chil-
dren's Health Insurance Program, which I think has to be one of
the priorities of this new Congress in terms of reauthorization-one
of the biggest problems is, unless you have a sustained and mas-
sive television advertising campaign, no one knows about the pro-
gram, at least with regard, in my experience, with the Children's
Health Insurance Program.

So you flood the airwaves with television and the enrollments go
way up. You take the T.V. or the other advertising off the air, eligi-
bility goes down.

Of course, there are some people in Washington and State cap-
itals who say, "Well, if no one is calling to be enrolled, we must
be doing a great job." It is a myth and it is really misleading, in
some cases intentionally misleading, because they don't want to
cover those people. They don't want to have to pay for it, or maybe
give up a tax cut to pay for it.

But this question of outreach and the question of how you con-
nect with people to give them the opportunity to access programs
which will help them is of central concern to me, because too often
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it is overlooked. You can have a great program, great benefits, peo-
ple can be helped by it, but unless those who don't know about
these programs have the opportunity, we are making a big mis-
take.

But I just wanted to have you reiterate or elaborate or amplify
what you said about outreach.

Mr. BEDLIN. Thank you. You are absolutely right. Seniors don't
know about the benefits that they are eligible for. It is shocking to
me that after 40 years, only 30 percent of seniors eligible for food
stamps are receiving it.

Under one of the so-called Medicare Savings Programs, which is
pretty confusing, but there is one called the SLMB program that
pays premiums for beneficiaries with incomes between 100 and 120
percent of poverty. According to our statistics, only 13 percent of
the people that are eligible for that are actually receiving it. There
is a great deal that could be done.

You mentioned patient-centered outreach. Part of the problem is
that historically what we have done is SSA will do outreach for
SSI. CMS will do outreach for the Medicare Savings Program.
USDA will do outreach for food stamps. A lot of these people are
the same individuals. There is a great deal of correlation.

For example, we have found that 70 percent of the people who
are eligible for the Part D low-income subsidy are also eligible for
the Medicare Savings Program. The problem is we have been
searching for needles in a haystack.

Independently, we need to pull together all the different piles of
needles that have already been found. Fifty-five percent of the cost
is taken up by just finding these people. Once they have been
found, we need to actually use a lot of the technology that is avail-
able online to get them enrolled in a whole host of benefits that
they are eligible for.

Pennsylvania is actually leading the way. They are doing some
very innovative things at the State level with the PACE program.
Actually, in our testimony, page 24 is all about the great things
that Pennsylvania is doing, and we would love to be able to rep-
licate what Pennsylvania is doing in the rest of the Country.

Senator CASEY. Well, I wish I could take full credit for that, but
I can't. But I didn't want to use my time to brag about the State.
They do a great job.

I think the problem that we face and the challenge that we face
in this Congress is making sure-one of the challenges, I should
say-is that someday people will say the same about the Federal
Government on a whole host of issues that they perform at that
level.

So I don't want to dwell on the negative and the challenges, but
I think it is very important to emphasize what you have also
brought to this hearing.

I know my time is limited, but maybe we will come back. Senator
Whitehouse, I wanted to make sure that he had time, because I
like to listen to his questions.

The CHAIRMAN. Thank you, Senator Casey.
Senator Lincoln.
Senator LINCOLN. Thank you so much, Mr. Chairman. I really

appreciate your dedication to this Committee and to issues that



132

come before us. It is one of my most favorite of all. I appreciate
you, because I really feel like you, to bring up these issues and to
provide us an opportunity-and we appreciate the panel that is
here.

I have several questions for the first panel, as well, and I apolo-
gize that I wasn't here for that. But I would like to submit them
to the Committee for answers in writing, if I might.

The CHAIRMAN. Do it.
Senator LINCOLN. Great, thank you so much.
Mr. Bedlin, I just wanted to say, I have come from the Ag Com-

mittee, where we were having a meeting on food stamps and nutri-
tion programs. It is quite interesting that our panelists there ex-
pressed the same concern about making sure that those who were
signing up for food stamps could also sign up for the Part D.

It seems kind of crazy that, with marketing as it is today and
the technology that exists, that the technology exists to recognize
my household as one that likes pets, eats ice cream, all these other
kind of things that people know about us in order to market us,
that we can't figure out that when people are in a certain income
level that they qualify for multiple programs that they should be
getting that would improve their quality of life.

So I very much appreciate your point on that.
I hope, Mr. Chairman, that we will work with Chairman Harkin

and others as we move forward with both the farm bill and some
of our other issues-Senator Baucus, Chairman Baucus-in the
Medicare arena, that we really encourage on behalf of seniors and
the aging population in this Country, that we make it a more
seamless process and one that is easier.

It is unfortunate that those seniors that are eligible for food as-
sistance programs don't access it and could do so when they access
many other programs. So I encourage us to really look at the op-
portunity and push the Federal programs and the Federal agencies
into the 21st century and get them to where they can actually-
the other is veterans.

We tried that out of my office a couple of years ago, encouraging
the Veterans Association to couple with the Social Security Admin-
istration, to kind of show that same group of individuals what op-
portunities and what programs were available to them from both
of those agencies. It does make a difference, when people do that,
because it simplifies their lives. Certainly, as we know in our sen-
iors, that that is an issue.

I just want to make a couple of points from the questions I didn't
ask the first panel, and that is just mentioning these issues that
are related to the Part D that are big problems in our State of Ar-
kansas. Beneficiaries, especially the low income, they need to re-
ceive accurate and available assistance. They need better customer
service.

They are calling an 800 number. They wait sometimes a couple
of hours, oftentimes finally get a Medicare staff person who can't
even resolve the problem. It sometimes give them inaccurate infor-
mation, or it transfers the caller to someone else so they can wait
another hour or couple of hours. Better customer service is going
to be critical.
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Curbing the aggressive marketing that exists out there is also
something in think that is going to be important. I know the CMS
folks probably could address that. Then more support for coun-
seling, and I would like to go to that so that I can direct to Ms.
Leitzer-is that correct?

Ms. LEITZER. That is correct.
Senator LiNcoLN. I just want to publicly thank the Health As-

sistance Partnerships that exist for us in Arkansas. They were ab-
solutely tremendous. There are thousands of Medicare beneficiaries
in our State, and certainly around the Country, that turn to their
area agencies on aging, their State health insurance assistance pro-
grams-you mentioned SHIPs earlier-the Native American aging
programs, for their enrollment assistance and counseling.

I want to publicly thank those in Arkansas. The AAAS deserves
such a big thanks for working and helping our seniors sign up.
They were lifesavers in our State. We would not have had the suc-
cess we did without them and the Social Security office, who went
at a time which was incredible, because we got 65,000 evacuees
from Katrina that came to Arkansas. The Social Security Adminis-
tration regional office and their dedicated office in Arkansas, we
could not have asked for more dedicated workers, worked through
holiday weekends. They worked through weekends, both assisting
the evacuees and then, in the next go-around, helping with our
signup for Medicare Part D.

CareLink is a good example, and I attended several of their coun-
seling sessions. CareLink in central Arkansas, which is an AAA-
based in Little Rock, it provided one-on-one Medicare Part D assist-
ance to 5,574 older adults, spending an average of 63 minutes per
counseling session.

One-on-one counseling, it provides such an important means for
these seniors to get the available information they need and under-
stand it. It is one of the best ways to find people that are eligible
for LIS, as we mentioned earlier, and help them fill out that dif-
ficult application form.

That was the other thing we talked about with the food stamp
and nutrition programs was simplifying applications and making it
easier. But without those dedicated resources for outreach and as-
sistance through the AAAs, such as CareLink, we just would have
been unable to sustain the Medicare Part D efforts on an ongoing
basis.

I guess you probably talked about it here, and one of the ques-
tions I had for CMS was do they intend to help in terms of re-
sources and funding for the partnerships that exist out there that
have done them a tremendous service in making the Medicare Part
D program accessible? I know you have mentioned how important
those resources are, and, however, I think we can be helpful in di-
recting that.

I want you to know that I am sold. I am a believer and am enor-
mously grateful for the efforts that were put into that.

Maybe you all could even shed some light to the extent of the
number of greater low-income citizens we could serve if we had
more resources. I don't know if you have got numbers, or maybe
you have already talked about that when I ran over to the Energy
Committee. I don't know.
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Ms. LEITZER. Well, I would just like to say in response, and
thank you so much for your expression of appreciation. The SHIPs
and other partners have worked extraordinarily, and they worked
through Christmas last year.

Senator LINCOLN. They did.
Ms. LEITZER. Some worked through Christmas this year. They

just went above and beyond.
I don't know if you were here for the part of my testimony in

which I talked about how the 1-800-MEDICARE contractor, Pear-
son Government Solutions, received $440 million for 2.5 years to
provide services at 1-800-MEDICARE. They routinely refer callers
for even the simplest questions to the SHIP programs-

Senator LINCOLN. Absolutely.
Ms. LEITZER. SHIPs only got $31 million last year, and we under-

stand it is going to be something like that, just not sure exactly
how much. When you look at that discrepancy or disparity, it is
huge.

The SHIPs do one-on-one personal counseling that is invaluable
when you look at the demographics of the Medicare population. I
don't know if you were here for that, but 27 percent are cognitively
impaired. These are people who have a very difficult time dealing
with information over the telephone or even with waiting or under-
standing messages.

This is my experience from working with this population. If you
give them voicemail, they start talking because they think they are
talking to a human being and they don't understand that this is
a voicemail system.

So one-third have not graduated from high school. That is a huge
number. Thirty one percent have difficulties with activities of daily
living. We are talking about a population that needs lots of help,
and relatively few have Internet accessibility.

CMS is all about everything is on the Internet. Well, frankly,
this population doesn't access the Internet.

Senator LINCOLN. We complained heavily about that, because, for
the seniors in Arkansas, as you said, in terms of the low-income
nature, the educational levels, they would call 1-800-MEDICARE
and then they would just get referred to go to the Web site. They
did not have that kind of access, nor did they have the ability to
discern from that what they needed to do.

Because we were so involved with our partnerships and with the
different groups, the SHIPs, particularly, we were able to really
work with them and get them out there. They actually trained
some of our local folks. We had people from the Rotary group or
for the Sunday school classes that would kind of take a lesson from
the SHIPs and from the Area Agency on Aging, and then they
would go back to their Sunday school or their Rotary group and
make a presentation from what they had learned.

So they were great not just in doing what they did, but sharing
their knowledge, because their ultimate purpose was really to get
the information to seniors as best they could. So I am definitely
sold, and I do want to publicly thank so much of all of those people
that really made this happen.
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I would just like to add to Mr. Bedlin, your comments earlier, I
tried to get the QMBs and the SLMBs automatically enrolled like
we did the dual eligibles, but I lost that fight.

Mr. BEDLIN. Well, you won a few, though. I mean, the reason the
LIS is as generous as it is is in large part due to your leadership.
We appreciate it.

I did want to mention that we estimate that there are 3.5 to 4.5
million beneficiaries that are eligible for the low-income subsidy
and are still not receiving it, and we need to make that a priority
and invest in finding and enrolling those folks. We need founda-
tions. We need the private sector, who have stepped up a lot.

The My Medicare Matters campaign has provided some resources
to try to find them, and the Congress needs to step up by, as we
mentioned, funding the SHIP programs at a higher level, maybe
targeting some of those resources that SHIPs get to the low-income
subsidy. We have found that it costs approximately $100 per en-
rollee, so it is not inexpensive, but there are a lot of ways that you
could make that more cost effective.

We have done some pretty sophisticated benchmarking analysis,
looking back at benefits programs over the last several years, and
there is wide variation based on what kind of methods you used.
It can be $50, it can be $250. What we really need to do is take
those lessons learned and take the best practices and find them in
the most cost-effective strategies. As I mentioned in our testimony,
we have a benefits-checkup Web site that we think can reduce
costs.

Many of those online applications are going to SSA and reducing
their per-enrollee costs. We have helped to form this National cen-
ter under the Older Americans Act that would also utilize a lot of
these lessons to find these people in the most cost-effective way
possible. So we are hoping the Congress will join in investing to try
to help those people who need it the most.

Senator LINCOLN. Mr. Chairman, one of the other topics that
came up in our hearing in ag too was the asset tests and how com-
plicated they were and difficult they were for seniors, particularly.
That was something that we might think about in terms of the low
income that are being denied the LIS because their assets are over
the limit, sometimes just over that limit of $11,710 for individuals,
which is phenomenal.

But, anyway, those might be some areas we look at, and I just
appreciate your patience with me, because I really love being on
this Committee and I talk too much sometimes.

The CHAIRMAN. Very good.
Senator LINCOLN. Thank you.
The CHAIRMAN. You are really informative. Just for your infor-

mation, when you weren't here, both our witnesses said they would
favor disposing of the asset test. Thank you so much.

Senator WHITEHOUSE.
Senator WHITEHOUSE. Thank you. I will be very brief, because I

am running extremely late for my next meeting at this point, but
I did want to let you know, first of all, from my point of view, it
should not be this way and it does not have to be this way. So any-
thing that I can do to be helpful, call on me.
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Second, in the context of all of the confusion, all of the delay, all
of the multiple forms, all the people who never get onto programs
that they are eligible for, what is the value that you have seen as
you have worked in this system?

What is the value of adding multiple providers into this equation,
rather than having their be a CMS-run benefit for folks who are
in this LIS category? What does it add to have that extra element
of multiplicity, at a minimum, and confusion, perhaps.

Ms. LEITZER. I would think the obvious. It adds a profusion of
confusion. It is unnecessary. It is overwhelming individuals. It is
overwhelming the system and it should not be this way.

Senator WHITEHOUSE. We deal obviously in cost-benefit balances
a lot in Government, and while those are clearly the costs, can you
even think of a benefit to having that profusion?

Ms. LEITZER. Speaking individually, because I am not authorized
to speak on behalf of Families USA, which is my parent agency, in-
dividually, I do not see a benefit.

Senator WHITEHOUSE. Just for the record
Mr. BEDLIN. The process certainly could be simplified. I think

there are far more plans that are participating than most people
had ever anticipated. For us, one of the questions is does it pass
the kitchen table test, when someone wants to really figure out
which plan they want to select, which is very confusing, quite
often? Probably the only way to do it in an informed way is using
the Internet, and a lot of seniors don't have that kind of access.

One of the ideas that some have discussed is looking at the
model of Medigap, when back in 1990 there were a whole variety
of different Medigap plans that were very confusing. Congress, in
its wisdom, decided to standardize some of those plans so that now
there are 10 Medigap plans.

I know this is an issue that Finance Committee Chairman Bau-
cus has talked about it. He was very involved in that 1990 Medigap
standardization process.

My guess is that if you look at all the prescription drug plans out
there, it would not be difficult for the National Association of In-
surance Commissioners, for example, to try to figure out what the
most common ones are and even get the industry to agree that
there are some standard plans that if we were to say, you can offer
this range, that it really would simplify things a lot for folks. We
would be supportive of looking into that.

Senator WHITEHOUSE. It would help deal with the call shifting
issue that we get right now, where competitive plans have every
interest to cost shift out to SHIPs, to senior centers and to every-
body else to explain the confusion that they have wrought, rather
than tarry the costs themselves and make sure that they are really
doing an adequate job of explaining and outreaching. I think it is
a giant cost shift you are seeing, when people get driven to the
SHIPs to answer their questions, or to senior centers, or to State
agencies.

Mr. BEDLIN. It is certainly taxing their resources. They have got
a lot of other work they do as well, and this past year has not been
easy in terms of trying to provide the help people need and still
doing a lot of the other work, such as helping people learn about
preventive benefits under Medicare, which are also underutilized.
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Senator WHITEHOUSE. Thank you both very much.
Thank you, Mr. Chairman.
The CHAIRMAN. Thank you very much, Senator Whitehouse.
We thank you so much for being here today.
This is a very important issue. We need to do everything we can

to see to it that our poorest seniors have access to the Medicare
Part D benefit program, and we need to do everything we can to
make the whole program more efficient and more effective.

This hearing has shed a lot of light on the problems, as well as
having come up with a lot of good, common sense, practical sugges-
tions to improve the program. So your presence here has been very
valuable, very helpful, and we thank you for taking the time.

This hearing is closed.
[Whereupon, at 12:25 p.m., the Committee was adjourned.]



APPENDIX

QUESTIONS FROM SENATOR LINCOLN FOR BEATRICE DIsMAN

Question. There have been far too many problems in getting the right premium
amount deducted from people's Social Security checks and sent to the right Part D
plan. In Arkansas, we are still getting calls about withholding issues-many of
these problems go back to January 2006.

Why is this such a big problem, how many total cases have there been, how many
remain to be resolved, and how do you intend to prevent these problems from recur-
ring.

Answer. These premium withholding problems have been of great concern to SSA
as well, and we are committed to working closely with CMS to resolve all out-
standing withholding issues.

Premium withholding originates with the beneficiary enrolling with the Prescrip-
tion Drug Plan (PDP). The PDP inputs the information to CMS who in turn trans-
mits it to SSA for premium withholding where appropriate.

This means that in every case where a Medicare beneficiary has elected to have
plan premiums withheld from a monthly Social Security benefit, SSA must rely on
the successful transmission of correct withholding information across two separate
entities. If there is a problem anywhere along this chain, the withholding request
is either 1) never received by SSA, or 2) contains inaccurate information.

By "containing inacurrate information," we mean that the transaction does not
tell SSA enough to verify the amount of required withholding, the effective dates
of withholding, or in some cases, even the correct record to adjust. Historically, a
significant number of CMS' transactions have "rejected" because of errors in the
transmitted data. SSA cannot correct the errors independently.

However, the quality of transmissions we are receiving from CMS in 2007 has im-
proved. Fewer CMS transactions contain data errors, and the occurrence of some of
the more common errors has been reduced. SSA analysts have worked with CMS
on an ongoing basis to reconcile data files, ensuring that the transactions flowing
from CMS will make accurate premium and enrollment adjustments, per the bene-
ficiary's request. In effect, SSA performs a "trial run" of much of the CMS data, to
verify that the final, accepted transaction will reflect the intent of the beneficiary
(as relayed through the PDP and CMS).

SSA defers to CMS regarding the total number of premium withholding cases
there have been and the number of unresolved cases.

We continue to work with CMS to analyze and simplify the data exchange be-
tween our two agencies, recently holding a 2-day process improvement workshop to
help address unresolved issues. A primary goal of this effort is to reduce the occur-
rence of data edits without compromising the quality standards that are a hallmark
of SSA's business practice. We also continue to assist CMS in the resolution of out-
standing premium issues.

Question. The biggest complaint in Arkansas is that applying for the low-income
subsidy is too challenging for seniors. I have been informed that the Social Security
Managers in Arkansas have contacted many of the LIS folks from last year who
didn't return their redetermination forms. When contacted to inquire why they had
not returned the forms, some said that they didn't want to go through the process
again, it just wasn't worth it.

The LIS application form is several pages (about 8) and, despite your best efforts
to simplify it, is very complicated.

Wouldn't eliminating the asset test make the enrollment process much simpler?
Short of that, aren't there some questions that could be removed, like those about

the cash value of life insurance and help from family and friends with groceries and
other household expenses?

Answer. SSA does not have the authority to make such changes administratively,
as the requirements to consider assets and in-kind contributions are statutory in na-

(139)
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ture. However, removal of either the asset test or the specific application questions
you mention would clearly make the process simpler, but would also increase the
costs of the program.

The Medicare Modernization Act (MMA) directed SSA to follow Supplemental Se-
curity Income (SSI) methodology for counting resources. The SSI resource standards
are in Section 1613 of the Social Security Act. MMA established the resource level
significantly higher than the SSI level, which is $2,000 for an individual and $3,000
for a couple. There is a sliding resource level for MMA, which combined with certain
income levels determines if a full or partial subsidy is received. In 2007, for MMA
purposes, an individual's resource level could be $10,210 and a couple $20,410. As
an extension of these MMA-liberalized resource limits, SSA does not consider non-
liquid resources for purposes of the LIS program. However, the exclusion of liquid
resources (such as cash-surrender value of life insurance and other resources that
could be quickly converted into cash) would not be consistent with the SSI method-
ology intended by MMA.

Likewise, MMA directed SSA to follow SSI methodology regarding income consid-
eration (Section 1612 of the Social Security Act). Under these rules, considered in-
come includes earned income, unearned income, and in-kind support and mainte-
nance (ISM). Assistance from family and friends with groceries and household ex-
penses meets the definition of ISM for SSI purposes, thus its consideration for the
LIS is consistent with the intent of MMA.

QUESTIONS FROM SENATOR THOMAS CARPER FOR BEATRICE DISMAN

Question. It is my understanding that over 600,000 low-income beneficiaries lost
their "deemed" status, making them no longer dual eligible. Now, this group who
were automatically enrolled in the benefit at first will have to proactively sign up.
What are CMS and SSA doing to ensure this group does not fall through the cracks?

Answer. We share your concern. To address this situation, SSA and CMS ar-
ranged for the SSA low-income subsidy application to be included with the notice
that CMS mailed to all affected beneficiaries in September 2006. This means that
every beneficiary who lost his or her deemed status received a letter explaining the
need to proactively apply for the subsidy and also received the form needed to apply
for "extra help."

SSA continues to receive applications based on this mailing. To date, about
230,000 of these beneficiaries have reapplied. This is in addition to a number of in-
dividuals who have regained automatic (deemed) eligibility through reentitlement to
certain State programs.

In an additional effort to reach out to these beneficiaries, SSA is doing a study
to make personal phone calls to 10,000 individuals who have lost deemed status
and, to date, have not reapplied. By conducting this study we hope to encourage
these individuals to apply, but just as important, we hope to learn about the reasons
why some individuals have not returned the application. As we proceed with this
study, our next steps will be guided by what we learn from these phone calls.

Question. I believe the automatic enrollment process for dual eligibles performs
an important function by guaranteeing that low income beneficiaries get immediate
coverage. However, I am concerned that because dual eligibles are randomly as-
signed to plans that do not necessarily fit their needs, we may be creating more
work for ourselves in the long run. How can we more accurately enroll this group
to reflect their needs, and cut down on the wasted cost and time exhausted trying
to reassign these beneficiaries later?

Answer. We defer to CMS, as SSA is not involved in the auto enrollment process.
Question. We need to ensure that CMS has the proper structures in place to over-

see participating health plans. CMS must ensure that plans are doing what they
are supposed to be doing and that any lack of compliance is immediately identified
and corrected. How has CMS improved their ability to monitor the compliance of
these various plans?

Answer. We defer to CMS regarding their plans to monitor health plan compli-
ance.

Question. While is is important to provide plans the flexibility to change their
benefits package every year to adapt to changing drug demands, it seems problem-
atic that plans that qualified for Low Income beneficiaries one year may no longer
cover them in the next. 1.2 million dual eligibles had to be reassigned to other plans
during the latest enrollment period because of terminated plans and fluctuating
benefits costs. What can we do to curb this turnover year in and year out?

Answer. We defer to CMS, as SSA has no role in either the structuring of indi-
vidual prescription drug plans or in the auto-enrollment process.
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QUESTIONS FROM SENATOR KOHL FOR LARRY KOCOT

Question. Mr. Kocot, as you know, Congress remains committed to implementing
a Medicare Part D program that serves the needs of all of America's seniors, includ-
ing low-income and minority beneficiaries. It was because of this commitment, in
fact, that Congress included a provision in the Medicare Modernization Act that
charges CMS with the responsibility of overseeing the Part D plans to "ensure that
drug plans provide access to medically necessary treatments for all and do not dis-
criminate against any particular types of beneficiary." As you may know, the FDA
recently approved a drug for the treatment of heart failure in self identified blacks,
called BiDil. It has come to our committee's attention that, to date, only about half
of Part D plans are covering this medication. I am told that this is because plans
believe or have been told that it is not necessary to cover this drug if they are cov-
ering what is being referred to as "its generic component parts," Isordil and
Apresoline, neither of which are approved for the treatment of heart failure.

If you would, Mr. Kocot, could you please inform this committee about, what if
anything, CMS has done to be sure that the decisions regarding coverage of this
drug are being made based on the best available science and not as part of an effort
by plans to discourage African American patients with heart failure from partici-
pating?

Answer. Formularies and formulary management practices vary across plans, sub-
ject to CMS-published guidelines reflecting two overarching policy objectives. First,
Part D plan sponsors must provide access to medically necessary Part D treatments
and must not substantially discourage enrollment by particular types of beneficiaries.
Second, plan sponsors are expected to use approaches to drug benefit management
that are proven and in widespread use in prescription drug plans today.

As a condition of participation in Part D, sponsors must submit their plan
formularies for CMS review and approval. CMS considers covered drugs as well as
utilization management techniques. If CMS reviewers find that a plan's formulary
could substantially discourage enrollment by certain types of beneficiaries or other-
wise violate Part D program requirements, that formulary will not be accepted and
if unchanged, the plan is not eligible for a Part D contract.

CMS is fully committed to ending healthcare disparities in the United States.
Consistent with the most recent feedback we have received from the American Col-
lege of Cardiology (ACC) and American Heart Association (AHA) regarding manage-
ment of HF in African-Americans, CMS has ensured that all Part D formularies
contain either BiDil® or isosorbide dinitrate and hydralazine (the individual generic
components which are the active ingredients found in BiDil®). We will continue to
evaluate the information on BiDil® and other drug products and update our for-
mulary processes as appropriate when new information becomes available.,

QUESTIONS FROM SENATOR BLANCHE LINCOLN FOR LARRY KoCOT

Question. There have been far too many problems in getting the right premium
amount deducted from people's Social Security checks and sent to the right Part D
plan. In Arkansas, we are still getting calls about withholding issues-many of
these problems go back to January 2006.

Why is this such a big problem, how many total cases have there been, how many
remains to be resolved, and how do you intend to prevent these problems from re-
curring?

Answer. Premium withholding continues to work for the vast majority of the 4.7
million beneficiaries who requested withholding in 2006. While many beneficiaries
have experienced some issues with their withholding, CMS is committed to address-
ing and resolving these issues as soon as possible. The majority of issues were
caused by CMS and Social Security Administration (SSA) systems having
mismatching data on certain beneficiaries.

CMS, working with the Social Security Administration and key stakeholders
(plans, pharmacies, etc.), has made tremendous strides to resolve premium withhold
issues encountered in the first year of the program and to lay the groundwork for
continued improvements in 2007 and beyond. Those steps have clearly paid off, with
a 97% acceptance rate for transactions between CMS and SSA in 2007.

Question. I am being told by my constituents that no matter what the Medicare
problem is that they are required to call the 800 number. The wait time can be a
couple of hours and often the Medicare staff person can't resolve the problem, gives
inaccurate information, or transfers the caller to someone else for another wait. This
is especially distressing considering many low-income persons are facing enrollment
changes and may need assistance.
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What steps are being taken to provide quick and accurate information to callers
who have problems with their checks or other issues?

Answer. The Medicare Prescription Drug, Improvement, and Modernization Act of
2003 (MMA) required CMS to establish a centralized, single toll-free number for
beneficiary inquiries. Using 1-800-MEDICARE as the focal point for all beneficiary
telephone inquiries relating to Part D provides beneficiaries with an opportunity to
obtain answers to all types of Medicare questions, receive claims information, and
order Medicare publications in a consistent manner.

We do not have any documented reports of callers waiting several hours to reach
a 1-800-MEDICARE Customer Service Representative (CSR). However, we would
be happy to trace any specific call complaints if provided with the date of the call,
the telephone number where the call was made from, and the name of the caller.
Further, our 1-800-MEDICARE Contractor, Vangent (formerly Pearson Govern-
ment Solutions), performs real-time monitoring and makes staffing adjustments
based on wait times and call arrival patterns.

Also, note that we implement a "call back" process when the average speed of an-
swer (or wait time) for any 30 minute period reaches 15 minutes. This ensures that
beneficiaries do not have exceptionally long wait times. We direct a certain percent-
age of calls to a dedicated automated voice message system where callers can leave
their names and phone numbers and a CSR will call the individual back at a less
busy time.

In the event there is a complex issue that cannot be handled at our call center,
we have a process in place to refer these issues to a specialized group of CSRs who
will research the issue and provide a resolution for the beneficiary. These types of
inquiries represent less than 1 percent of the total call volume. We do refer callers
with non-related 1-800-MEDICARE issues to the appropriate agency for assistance
(such as callers who have contacted 1-800-MEDICARE but their issue must be han-
dled by the Social Security Administration or the Railroad Retirement Board.)

1-800-MEDICARE CSRs receive weekly Refresher Training to update them on
new procedures and initiatives. The materials covered for the week are conducted
either in a classroom setting, or by individualized desktop training. Once the mate-
rials are presented, the CSRs are given a knowledge test which contains questions
from the current and prior week's training materials. This approach ensures that
CSRs retain information that was covered earlier in the month.

Finally, a minimum of four calls per customer service representative, per month,
are monitored for quality using a national Quality Call Monitoring (QCM) scorecard.
More calls are monitored for new customer service representatives and for those
CSRs with performance concerns. During the review of the QCM scorecards, CSRs
listen to their recorded calls with their supervisors and corrective actions are taken
where applicable.

Question. Does CMS plan to provide resources, funded under Medicare Part D ad-
ministration, to the Areas Agencies on Aging and Native American aging programs
to support their community-level outreach, assistance and counseling efforts?

Answer. In FY 2007, CMS will provide more than $30 million to the State Health
Insurance Assistance Programs (SHIPs) in every state. However, CMS does not
have a breakout by state or nationally on the amount of Federal SHIP funding that
flows to the Area Agencies on Aging (AAAs) through their contracts and relation-
ships with SHIPs. CMS directs SHIPs to build networks of locally accessible coun-
seling locations, and many States use Federal SHIP funding to contract or otherwise
fund AAAs to achieve that goal.

In addition to any SHIP funding provided to the AAAs, CMS has an interagency
agreement with the U.S. Administration on Aging (AoA) to target resources to AAAs
in geographic areas with high concentrations of beneficiaries who might be eligible
for the low-income subsidy. In FY 2007, the total amount allocated under this agree-
ment is $1.4 million.

CMS has developed a collaborative partnership with the AoA to leverage the fed-
eral, state, tribal, and local partnerships called the National Aging Services Net-
work. Through this collaborative effort, CMS is providing resources to the AoA and
its National Aging Services Network to offer outreach and education, assistance,
and counseling to people with Medicare at the local level. This partnership is de-
signed to help beneficiaries make informed decisions about their healthcare and
have greater access to affordable medications.

The National Aging Services Network reaches more than 7 million older persons,
Medicare beneficiaries, and their caregivers, includes 56 State Units on Aging
(SUA), 655 Area Agencies on Aging (AAAs), 243 Tribal organizations, more than
29,000 local community-service organizations, 500,000 volunteers, and a wide vari-
ety of national organizations.
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Question. In Arkansas, insurance companies are aggressively selling HMOs to
seniors who only thought they were getting Part D plans. The seniors later found
out their providers weren't part of the plan they signed up for. There was a segment
in the news in my state a couple of da s ago (on Channel 7-On My Side) about
this happening to an elderly woman and she was having trouble getting out of her
plan.

What, if anything, is being done to remedy this?
Answer. Medicare Advantage (MA) organizations that directly employ or contract

with a person to market a MA plan must ensure that a plan representative or agent
complies with applicable MA and Part D laws, federal health care laws, and CMS
policies (including CMS' Marketing Guidelines). CMS will hold organizations uti-
lizing agents that violate Medicare program marketing requirements responsible for
the conduct of these agents.

CMS has taken a proactive approach to ensure that the marketing activities and
outreach of these plans is accurate and complies with all program requirements. For
example, CMS has begun utilizing a program audit assistance contractor to conduct
"secret shopping" of sales events across the country. This information enables CMS
to learn first hand what is happening in the sales marketplace, determine the accu-
racy of MAL sales presentations, and identify organizations for compliance interven-
tion that are not meeting CMS marketing and enrollment requirements.

CMS also is strengthening its relationships with state regulators. Specifically,
CMS worked with the National Association of Insurance Commissioners and States
to develop a model Compliance and Enforcement Memorandum of Understanding
(MOU). This MOU enables CMS and State Departments of Insurance to freely share
compliance and enforcement information, to better oversee the operations. and mar-
ket conduct of companies we jointly regulate and enable the sharing of specific infor-
mation about marketing agent conduct.

Question. There were approximately 13 million beneficiaries eligible for the low-
income subsidy in 2006, but 9.9 million enrolled.

How do you plan to reach the rest in 2007? Would it help if the IRS told you in
advance which beneficiaries meet the income limits so you can target outreach di-
rectly to them? Are there other steps Congress could take to help?

Answer. Since the enactment of the Medicare Prescription Drug, Improvement,
and Modernization Act of 2003, CMS has made extensive efforts to implement the
law and provide beneficiaries with access to prescription drugs. Because of the ex-
traordinary importance of this new benefit, CMS outreach to Medicare beneficiaries
has been unprecedented. We are pleased that over 90 percent of all people eligible
for the Medicare prescription drug benefit are receiving prescription drug coverage
through the Medicare prescription drug benefit or from another creditable source.

We agree it is critical to ensure low-income beneficiaries are able to access, and
take advantage of, the extra help available to them under the new Medicare pre-
scription drug benefit. CMS, in artnership with the Social Security Administration
(SSA), was extremely success in enrolling low-income subsidy (LIS)-eligible indi-
viduals into Part D plans in the first year of the program. Of the approximately 13
million beneficiaries CMS estimates were eligible for the LIS in 2006, nearly 10 mil-
lion now have coverage for prescription drugs. Through ongoing outreach that con-
tinues today, CMS has added over 300,000 new LIS-beneficiaries who enrolled in
Part D prior to January 1, 2007. With the recently extended Medicare demonstra-
tion that allows LIS-approved beneficiaries to enroll through the end of 2007 with-
out any late enrollment penalty, these numbers should continue to grow.

CMS is continuing outreach activities to the remaining individuals who might be
eligible for the subsidy. Outreach efforts to this critical population have been data-
driven, with our focus on identifying LIS-eligible populations at the State, county,
community, and individual level. These individuals have been targeted with a multi-
pronged education and outreach campaign that leverages existing information,
intermediaries and resources. Initiatives include direct mailings and phone calls to
beneficiaries, along with local outreach from community groups, intergovernmental
partners, health care providers, and pharmacists. Given that many beneficiaries
may be difficult to reach through traditional means, CMS has special initiatives tar-

eting urban minority beneficiaries and beneficiaries in rural areas who may be iso-
lated from general community outreach efforts.

The Office of the Inspector General (OIG) of the Department of Health and
Human Services recently issued a report entitled, "Identifying Beneficiaries Eligible
for the Medicare Part D Low-Income Subsidy, OEI-03-06-00120." In this report the
OIG recommended, ". . legislation is needed to allow CMS and SSA to more effec-
tively identify beneficiaries who are potentially eligible for the subsidy." OIG goes
on to say "access to IRS data would help CMS and SSA identify the beneficiaries
most likely to be eligible for the subsidy." However, many of those eligible for the
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low-income subsidy do not file federal income tax returns because of their limited
incomes. As a result, the utility of using IRS data to target low-income beneficiaries
would be minimal in comparison to the privacy concerns that would be inherent in
making this data available. Given the extreme sensitivity and privacy concerns that
revolve around any sharing of personal tax information, along with our existing out-
reach strategy, we do not believe we need additional legislative authority to appro-
priately target low-income beneficiaries.

Question. Many people with very low incomes are being denied LIS because their
assets are just over the limits ($11,710 for individuals and $23,410 for couples).
That's hardly enough of a nest egg to get someone through retirement.

Wouldn't eliminating the asset test get help to millions of additional beneficiaries
who need it? Short of eliminating the asset test, shouldn't we at least increase the
limits?

Answer. Congress established as asset test as a component of the low-income sub-
sidy of the Medicare prescription drug benefit. Inherently, eliminating the asset test
would increase the number of individuals who could qualify for the low-income sub-
sidy. At this time, the Administration does not support eliminating the asset test.

QUESTIONS FROM SENATOR CARPER FOR LARRY KoCOT

Question. It is my understanding that over 600,000 low-income beneficiaries lost
their "deemed" status, making them no longer dual eligible. Now, this group who
were automatically enrolled in the benefit at first will have to proactively sign up.

What are CMS and SSA doing to ensure this group does not fall through the
cracks?

Answer. CMS took great strides to ensure that beneficiaries receiving the low-in-
come subsidy (LIS) who were no longer automatically eligible for extra help in 2007
had uninterrupted drug coverage and as seamless a transition as possible.

Due to a loss of eligibility for Medicaid, including the Medicare Savings Program,
or Supplemental Security Income (SSI) benefits, some Medicare beneficiaries no
longer automatically qualified for LIS in 2007. In September 2006, CMS reached out
to these beneficiaries by notifying them through the mail about this change, and
providing information and guidance to help them get drug coverage that meets their
needs. The letter advised that if a beneficiary has limited income and resources and
thinks s/he may still qualify for extra help, s/he will need to apply and qualify
through SSA, via the application that is included with the notice, or their State
Medical Assistance (Medicaid) office.

CMS also worked with the Social Security Administration (SSA), State Medical
Assistance (Medicaid) Offices, the State Health Insurance and Assistance Programs
(SHIPs), physicians and pharmacists, prescription drug plans, and hundreds of part-
ner organizations across the country to reach beneficiaries with these messages and
guidance. Our customer service representatives at 1-800-MEDICARE are prepared
to answer questions and to guide beneficiaries through the process of losing their
LIS status, and relevant information is posted on our consumer website,
www.medicare.gov.

As a result, as of January 2007, roughly 35 percent of people who had lost their
deemed status had regained LIS eligibility-including those who regained their
deemed status and those who reapplied and qualified for LIS with SSA. We expect
these numbers to continue to grow.throughout 2007.

Question. I believe the automatic enrollment process for dual eligibles performs
an important function by guaranteeing that low income beneficiaries get immediate
coverage. However, I am concerned that because dual eligibles are randomly as-
signed to plans that do not necessarily fit their needs, we may be creating more
work for ourselves in the long run.

How can we more accurately enroll this group to reflect their needs, and cut down
on the wasted cost and time exhausted trying to reassign these beneficiaries later?

Answer. Section 1860D-1(b)(1)(C) requires that any full benefit dual eligible that
fails to enroll in a PDP or an MA-PD be auto-enrolled on a random basis among
all PDPs in a given PDP region that have premiums at or below the low-income
benchmark.

Question. We need to ensure that CMS has the proper structures in place to over-
see participating health plans. CMS must ensure that plans are doing what they
are supposed to be doing and that any lack of compliance is immediately identified
and corrected.

How has CMS improved their ability to monitor the compliance of these various
plans?
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Answer. CMS has strengthened its oversight of Part D plans by improving its
method for identifying companies for compliance audits, making more-efficient use
of the resources devoted to ensuring compliance, and developing a closer relation-
ship with state regulators.

CMS has developed a contractor risk assessment methodology that identifies orga-
nizations and program areas that represent the greatest compliance risks to Medi-
care beneficiaries and the government. This approach enables the Agency to focus
its compliance/enforcement resources on those program areas representing the
greatest concern to CMS. Further, CMS uses a contractor to augment the Federal
employees conducting Part D compliance audits. Among the steps the contractor is
taking is to conduct "secret shopping" of sales events across the country; this infor-
mation is enabling CMS to learn first-hand what is happening in the sales market-
place and to identify organizations for compliance intervention that are not meeting
CMS marketing and enrollment requirements.

CMS also has strengthened its relationships with state regulators that oversee
market conduct of plans. Specifically, CMS worked cooperatively with the NAIC and
State Departments of Insurance to develop a model Compliance and Enforcement
memorandum of Understanding (MOU). This MOU enables CMS and State Depart-
ments of Insurance to freely share compliance and enforcement information, to bet-
ter oversee the operations and market conduct of companies we jointly regulate and
enable the sharing of specific information about marketing agent conduct.

To gain entry into the program, Part D plans must submit an application for CMS
approval. CMS performs a comprehensive review of a plan's application to deter-
mine if the plan meets program requirements. Annually, plans also must submit for-
mulary and benefit information for CMS review prior to being accepted for the fol-
lowing contract year. For each plan sponsor, CMS establishes a single point of con-
tact (Account Manager) for all communications with the plan. The Account Man-
agers work with plans to resolve any plan problems, including compliance issues.

Finally, CMS continually collects and analyzes performance data collected from
Part D plans, internal systems, and beneficiaries. CMS has established baseline
measures for the performance data. Plans not meeting the baseline measures are
contacted and compliance actions initiated.

Question. While it is important to provide plans the flexibility to change their ben-
efits package every year to adapt to changing drug demands, it seems problematic
that plans that qualified for Low Income beneficiaries one year may no longer cover
them in the next. 1.2 million dual eligibles had to be reassigned to other plans dur-
ing the latest enrollment period because of terminated plans and fluctuating bene-
fits cost.

What can we do to curb this turnover year in and year out?
Answer. CMS is committed to ensuring that beneficiaries receiving the low-income

subsidy have uninterrupted drug coverage and a seamless transition as they move
through plan years. Almost all 2006 Part D sponsors either continued their current
plans in 2007 or streamlined and consolidated their 2006 plans. Additionally, in
2007 beneficiaries with limited incomes who qualify for the extra help have a range
of options available for comprehensive coverage. Nationally, over 95 percent of low
income beneficiaries did not need to change plans to continue to receive this cov-
erage for a zero premium. In 2007, CMS had to randomly reassign about 250,000
beneficiaries outside their current organization and took steps to ensure that these
beneficiaries were aware of the action and could review their options.

QUESTIONS FROM SENATOR BLANCHE LINCOLN FOR ELLEN LEITZER

Question. Do AAAs/SHIPs have the financial resources needed to continue the
task?

Answer. The Health Assistance Partnership works closely with this country's
SHIP network and can only speak knowledgeably about SHIP funding. The short
answer to Senator Lincoln's question is no-SHIPs do not have adequate funding
to meet the needs of the Medicare population that they serve.

The most significant source of unbiased consumer education for the Medicare pro-
gram has been the national network of State Health Insurance and Assistance Pro-
grams (SHIPs). In 1990, Congress established the SHIP network so that counseling
assistance, referrals, and accurate information could be made available to Medicare
beneficiaries nationwide. The SHIP network is the only entity that offers in-depth,
one-on-one assistance to beneficiaries with an objective viewpoint, and an ability to
handle complex cases that may require lengthy follow-up. The 1,400 local, commu-
nity-based SHIP programs have an estimated 12,000 staff members and volunteers;
their officers are often housed in area agencies on aging, senior centers, hospitals,
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and other organizations that serve the elderly. Due to limits in resources, most
SHIP counselors are volunteers.

Question. The SHIP network is under-funded. Funding should be increased from
$30 million to $43 million-a total of one dollar per beneficiary-for the following
reasons:

Answer. Growing Complexity of Medicare: In addition to helping seniors navigate
the confusing Medicare Part D program, SHIPs are needed to help beneficiaries un-
derstand a growing array of coverage options that create confusion, including: origi-
nal fee-for-service Medicare; supplemental insurance; employer-based retiree cov-
erage; regional PPOs; private fee-for-service (PFFS); and Special Needs Plans. The
CMS plan comparison tools often lack key information needed to weigh benefits and
risks, identify and evaluate variables, and counterbalance incomplete or misleading
marketing claims.

Improving Low Income Seniors' Participation in Special Subsidy Programs: SHIPs
are uniquely positioned to help low income beneficiaries. Fewer than 1 in 3 of those
eligible for Medicare Savings Programs (MSPs) actually receive them. Applying for
these programs can be daunting and an estimated two-thirds of enrollees need help
completing the forms. SHIPs can help raise awareness of Medicaid and Medicare
Savings Programs; help beneficiaries gather documentation; help beneficiaries un-
derstand program asset limits and estate recovery rules; help beneficiaries find pro-
viders who accept Medicare and Medicaid; and draw attention to Special Needs
Plans for dual-eligibles.

Evaluating Changing Benefits: Private plans can change benefit structures and
cost-sharing annually and beneficiaries will need to evaluate their coverage every
year. SHIPs will be needed to help beneficiaries make sense of annual plan changes
and help to evaluate whether it makes sense to switch plans.

Understanding Long-Term Care Options: Medicare does not cover many long-term
care and personal care services. SHIPs are needed to help educate Medicare bene-
ficiaries about Medicare's home health benefits, Medicaid's role in funding long-term
care services, and provide one-on-one assistance for people denied longterm care
benefits. In 2004, out-of-pocket spending for long-term care totaled $36.9 billion na-
tionally. Only 10% of Americans 65 and older had long-term care insurance in 2002
and for those who can afford long-term care insurance, the choices are bewildering.
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Statement of the Center for Medicare Advocacy, Inc.
Senate Special Committee on Aging

"Medicare Part D: Is It Working for Low Income Seniors"
Wednesday, January 31, 2007

The Center for Medicare Advocacy thanks the Committee for an opportunity to submit
comments on the subject of Medicare Part D's effectiveness in meeting the prescription
drug needs of low income Medicare beneficiaries, both older people and people with
disabilities.

The Center is a national, non-partisan education and advocacy organization that identifies
and promotes policy and advocacy solutions to ensure that elders and people with
disabilities have access to Medicare and other quality health care. In addition to its
education and policy advocacy, the Center represents thousand of individuals in appeals
of Medicare denials and responds to more than 6,000 calls annually from beneficiaries
and their advocates.

Because we understand the Committee's interest in this hearing to be primarily focused
on low income beneficiaries who are not dually eligible, we will similarly focus our
comments. For a broader view of Part D after one year, including issues for dual
eligibles and issues for all Medicare beneficiaries, we direct the Committee's attention to
our report, "Medicare Part D After One Year: A Review of Problems, and
Recommendations for Change," a copy of which is included with these comments.

At the outset, we state that we continue to believe that many of the problems experienced
by beneficiaries, including those specific to low income beneficiaries, would be
substantially reduced by the redesign of Part D to create a benefit that is standardized,
available throughout the country and administered through the traditional Medicare
program.

Issues for low income beneficiaries might be classified into several categories:

* Enrollment in the low income subsidy (LIS)
* Retention of subsidy status
* Availability of subsidy information at the pharmacy
* Ease of access to needed non-formulary drugs.
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Enrollment in the low income subsidy

The Department of Health and Human Services (HHS) estimates that more than 3 million
beneficiaries eligible for the low income subsidy are not receiving it.' One area of
attention that could increase enrollment is improvement in the application process. The
process needs to be as simple as possible to encourage wide participation.

Steps that could be taken to simplify the enrollment process include:

* Making applications, both In print and online, available in multiple
languages. Currently, they are available only in English and Spanish,
with instruction sheets in 15 additional languages but not the actual
application form.

* Eliminating threatening language in the application about "going to
prison" for giving false information. Applications for public benefits
usually require applicants to certify under penalty of perjury that the
information in the application is true to the best of their knowledge. Such a
statement would be sufficient to achieve its purpose, without the
frightening language about prison.

* Establishing time frames for processing applications. The Social
Security Administration (SSA) has not, in regulations or guidance,
identified any time frame in which it promises to process applications.
Beneficiaries have no way of knowing when to expect notification or what
to do if they have not received same. Typical time frames used by other
programs are about 45 days.

* Eliminating consideration of the value of fife insurance in assessing an
applicant's assets. Applicants may not know where policies are located,
or how to report their value (which is expressed as both "face value" and
"cash surrender value"). The inability to provide this information may
result in failure to complete an application even though the information
would not disqualify the applicant.

* Eliminating consideration, as part of income, of in kind support
provided to an applicant. Advocates report that questions about in kind
income are confusing to applicants who often answer them with
information other than what was being sought. Again, they may find
themselves disqualified when, in fact, they have merely answered the
question wrong. Inquiring about in kind support makes the application
more complicated.

* Eliminating the asset test completely. The asset test creates two barriers
to enrollment: it disqualifies people with relatively small savings that
exceed the limit. It also may disqualify people who are unable to provide
documentation of the value of the assets they have and who thus cannot
complete the process. This step requires action by the Congress.

'Medicare: The Medicare Drug Benefit. The Henry J. Kaiser Family Foundation, November 2006.
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Retention of Subsidy Status

Last fall, 600,000 beneficiaries were informed that their low income subsidy would end
because they had lost eligibility for another program under which they were deemed eligible
for the subsidy. The letter did not inform them of any opportunity for a hearing to challenge
their loss of the subsidy nor of any possible independent determination of their eligibility
that would be undertaken by the Centers for Medicare and Medicaid Services. Instead, it
included an application for LIS and directed them to apply, although they had not been
required to apply for 2006.

Steps to improve the "renewal" process to retain enrollment in subsidies include:

* Creating a process with CMS to review independently for LIS eligibility
all those who lose "deemed" eligibility status because of loss of the benefit
that gave them deemed status.

* Notifying all beneficiaries losing deemed status of their right to a hearing
to appeal their loss of LIS.

Separate from those who lost deemed status for the LIS benefit, the Social Security
Administration undertook a redetermination of eligibility of all who had applied through
SSA for the LIS in 2005 or 2006. SSA adopted a "passive" redetermination process,
sending a letter to all recipients telling them to respond only if something relevant - such
as income, resources or household status - had changed since their original application.
After the first year of eligibility, SSA is not required to redetermine eligibility except as
the Commissioner determines necessary. We encourage SSA to continue using the least
intrusive redetermination process possible, and using the process only when it has
information about relevant changes for a particular applicant.

Availability of subsidy information at the pharmacy

Perhaps the greatest problem faced by those who are enrolled in the low income subsidy
is not having subsidy information available at the pharmacy when they pay for their
prescriptions. Reports from advocates tell us that beneficiaries in myriad circumstances
experience this problem:

* Those who lost LIS eligibility in 2006 due to losing deemed status but who have
either regained deemed status or been found LIS eligible through the application
process;

* Beneficiaries whose 2006 benchmark plan was no longer a benchmark plan for
2007 and who were re-assigned to a new benchmark plan;

* Those who were moved merely from one plan to another of the same plan
sponsor;

• Beneficiaries who remained in exactly the same plan between 2006 and 2007;
* Beneficiaries newly enrolled in LIS.
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CMS has established a Point of Service safety net process that is currently available only
in situations where dual eligibles are not enrolled in any Part D plan. The POS process
allows the beneficiary to get a small supply of drugs at the subsidized co-payment rate
and puts in place a process to get her enrolled in a plan.

Steps to improve the situation of lack of LIS information at the pharmacy:

* This POS system could be expanded to cover all situations where any
low income beneficiary, by definition someone with little disposable
income to pay co-payments, could have subsidy or plan problems resolved
at the pharmacy.

* A dedicated toll free number could once again (as it was early in 2006)
be made available for pharmacists to confirm subsidy status where a
discrepancy existed between the computer's information and the
beneficiary's assertion of subsidy status.

Easy Access to Needed Non-formulary Drues

Beneficiaries currently do not receive any specific plan notice at the pharmacy if their
drugs are not covered. The pharmacy is required to either post or distribute a generic
notice informing the beneficiary to call her plan with any questions. The notice does not
have plan-specific information, the reason for the denial of coverage or information about
how to appeal the denial. If beneficiaries do not take the first affirmative step to call their
plan, they will never even get a coverage determination from which to appeal.

Steps to improve this situation:

* A simple correction to this process would be a computer generated
notice, at the pharmacy, of the reason for denial and the steps needed to
be taken to appeal. The notice could also be given to a beneficiary whose
co-payment is higher than it might be, to inform her of the possibility of
having the co-payment reduced.

General system improvements benefiting low income beneficiaries.

Additional steps that would improve the Part D benefit for low income beneficiaries are:

* Creation of real time data sharing among all Part D entities. Many
problems appear to arise because of gaps in availability of information as
it passes among the many entities that comprise Part D: CMS, SSA,
states, plans, government contractors tracking payments, to name some.
While some data are shared in "real time," most are not, resulting in
information that is known to one entity not necessarily being known to
another.

* Creation of an ongoing special enrollment period (SEP) for all LIS
enrollees. LIS beneficiaries are unable to pay out of pocket when plans
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change their formularies mid-year, or when they discover, too late, that the
plan they liked last year is different this year and no longer covers their
drugs. They need the same flexibility available to dual eligibles to change
plans when the plan they are in no longer serves their needs.

* Elimination of the late enrollment penalty permanently for LIS
beneficiaries. CMS has eliminated the penalty for this population for
2006 and 2007; we recommend that it be eliminated permanently.

Conclusion

We have presented here a few relatively simple steps that can be taken to ease the
difficulties experienced by low income beneficiaries in navigating Part D. Additional
issues exist, for this population as well as for dual eligibles and all Medicare
beneficiaries. We are pleased that the Committee is interested in and concerned about
Medicare Part D and look forward to working with you to provide a strong drug benefit
for Medicare beneficiaries.

February 13, 2007
Center for Medicare Advocacy, Inc.
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CMA Weekly Alert -January 17,2007

PART D YEAR ONE: STILL MUCH TO BE DONE

After one year's experience with Medicare Part D, many people remain confused and frustrated
by the complexity and limitations of the benefit. Problems are difficult to resolve because of
system failures, complicated data-sharing requirements among multiple entities, lack of useful
and standardized information about plan benefits and appeal processes, and regulatory
limitations that are more stringent than required by law.

The Center for Medicare Advocacy has prepared a Status Repor based on the experiences of
advocates and beneficiaries over the first year of Part D. The beneficiary stories in the Report
are illustrative of the many beneficiaries who are experiencing problems and high costs due, in
large part, to the lack of uniformity in Medicare Part D. The stories focus on particular aspects
of Part D implementation - the failure of systems to ensure that low-income beneficiaries are
enrolled in plans and receive their subsidies, the lack of useful information about benefit
limitations to help beneficiaries plan, the failure of the system for withholding plan premiums
from beneficiaries' Social Security checks, and the lack of uniform policies and procedures for
seeking exceptions to formulary limitations.

Reflection on the issues underlying these problems confirms that beneficiaries would be better
off with a redesigned benefit that is standardized, available throughout the country, and
administered through the traditional Medicare program. Such a system would be more valuable
for more beneficiaries and more cost-effective for taxpayers.

Accordingly, the Center for Medicare Advocacy continues to call for systemic changes to
Part D. Our key recommendations include the following:

Recommendations for Congress:

1. Congress should redesign Medicare Part D to create a benefit that is standardized, available
throughout the country, and administered through the traditional Medicare program. Such a
system would be more valuable for more beneficiaries and more cost-effective for taxpayers.

2. Congress should eliminate the Donut Hole. If the Donut Hole is not eliminated, Congress
should, at a minimum, authorize payments by AIDS Drug Assistance Programs (ADAPs)
programs and pharmaceutical assistance program (PAPs) to count towards the beneficiary out-
of-pocket spending limit.
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3. Congress should require Part D plans to give deference to the opinion of the beneficiary's
attending physician when making coverage decisions and should require CMS to delete the
provision to the contrary in its regulations [42 CFR§ 423.578(f0].

4. Congress should authorize Part D coverage for off-label uses of drugs that are supported by
peer-reviewed studies, are proven safe and effective over a substantial period of time, are
covered by the beneficiary's state Medicaid program, or are listed in one of the three compendia
currently included in the Medicare Act.

5. Congress should hold oversight hearings on the implementation of Part D. The hearings
should include an inquiry into the special problems of dually eligible beneficiaries, the
withholding of premiums by plans and Social Security, and CMS's role in setting and enforcing
standards for plan participation.

6. Congress should require CMS to expeditiously establish a full system of real time data-
sharing among all entities involved in Part D. Congress should require CMS to report on its
strategies to resolve these problems effectively and within a specific time period, and should
require periodic status reports from CMS.

Recommendations for the Centers for Medicare & Medicaid Services (CMS)

1. CMS should create a real time data-sharing system among all entities involved in Part D, and
develop mandatory fail-safe systems to ensure that persons who are dually eligible for Medicare
and Medicaid do not experience gaps in either their drug coverage or their low-income subsidy.

2. CMS should expand its point of service (POS) system to make its coverage available at the
pharmacy for all dually eligible persons who experience plan enrollment and related drug
dispensing problems at the pharmacy. Further, CMS should require pharmacies to use the POS
system, and hold pharmacies harmless for good faith billings to the POS that turn out to be
incorrect.

3. CMS and Part D plans should be required to provide beneficiaries with clear and accurate
information about Part D, individual plan offerings, and in particular, about the Donut Hole
coverage gap. This information should include the following:

. Materials from CMS and the enrollee's plan that explain how the initial coverage
limitation and beneficiary out-of-pocket expenses, including Donut Hole payments, are
calculated should be mailed to beneficiaries;

* Monthly statements that clearly indicate the total amount of payments that have been
made that count towards the individual's initial coverage limit and beneficiary out-of-
pocket responsibilities should be mailed to beneficiaries; and

* Monthly statements that indicate, after the initial coverage limit has been reached, all
costs that continue to count towards the out-of-pocket limit in the Donut Hole and how
much more is needed to reach catastrophic coverage should be mailed to beneficiaries.
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4. CMS should require plans to provide a written coverage determination electronically at the
pharmacy whenever a drug is not covered. The written coverage determination must explain why
the plan will not pay for a drug, describe beneficiary appeal rights, and explain how to request
the next level of review.

5. CMS should ensure that Part D plans comply with required appeals and grievance processes,
that plan call centers respond appropriately to beneficiaries, and that Medicare "customer
service" representatives provide accurate information and keep track of beneficiary complaints.

6. CMS should exercise its enforcement authority to take actions against Part D plans that do not
provide adequate notice, fail to meet the regulatory time frames for deciding a coverage
determination or an appeal, or fail to train their call center staff adequately.

Medicare is the most successful social insurance program in our nation's history. The Center for
Medicare Advocacy urges our policymakers to continue that success, rather than derail it.
Congress should redesign Part D using the real Medicare model rather than allowing it to be
scattered to the whims of private plans. Create a single, nationally uniform program equally
available to all who qualify; a program like the one which has successfully served older people
and those with disabilities for decades.

Click here to print a .Pdf of the full report.

For more information, contact Attorney Judith Stein, Executive Director,
(istein(Onmedicareadvocacs'.oro) in the Centerfor Medicare Advocacy's

Connecticut office at (860) 456-7790.
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MEDICARE PART D AFTER YEAR ONE:
A REVIEW OF PROBLEMS, AND RECOMMENDATIONS FOR CHANGE

January 16, 2007

EXECUTIVE SUMMARY

After one year's experience with Medicare Part D, many people remain confused and frustrated
by the complexity and limitations of the benefit. Problems are difficult to resolve because of
system failures, complicated data-sharing requirements among multiple entities, lack of useful
and standardized information about plan benefits and appeal processes, and regulatory
limitations that are more stringent than required by law.

The beneficiary stories in this report are illustrative of the many beneficiaries who are
experiencing problems and high costs due, in large part, to the lack of uniformity in Medicare
Part D. The stories focus on particular aspects of Part D implementation - the failure of systems
to ensure that low-income beneficiaries are enrolled in plans and receive their subsidies, the lack
of useful information about benefit limitations to help beneficiaries plan, the failure of the
system for withholding plan premiums from beneficiaries' Social Security checks, and the lack
of uniform policies and procedures for seeking exceptions to formulary limitations.

Reflection on the issues underlying these problems confirms that beneficiaries would be better
off with a redesigned benefit that is standardized, available throughout the country, and
administered through the traditional Medicare program. Such a system would be more valuable
for more beneficiaries and more cost-effective for taxpayers.

Accordingly, the Center for Medicare Advocacy continues to call for systemic changes to
Part D. Our key recommendations include the following:

Recommendations for Congress:

1. Congress should redesign Medicare Part D to create a benefit that is standardized, available
throughout the country, and administered through the traditional Medicare program. Such a
system would be more valuable for more beneficiaries and more cost-effective for taxpayers.

2. Congress should eliminate the Donut Hole. If the Donut Hole is not eliminated, Congress
should, at a minimum, authorize payments by AIDS Drug Assistance Programs (ADAPs)
programs and pharmaceutical assistance program (PAPs) to count towards the beneficiary out-
of-pocket spending limit.
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3. Congress should require Part D plans to give deference to the opinion of the beneficiary's
attending physician when making coverage decisions and should require CMS to delete the
provision to the contrary in its regulations [42 CFR§ 423.578(f)].

4. Congress should authorize Part D coverage for off-label uses of drugs that are supported by
peer-reviewed studies, are proven safe and effective over a substantial period of time, are
covered by the beneficiary's state Medicaid program, or are listed in one of the three compendia
currently included in the Medicare Act.

5. Congress should hold oversight hearings on the implementation of Part D. The hearings
should include an inquiry into the special problems of dually eligible beneficiaries, the
withholding of premiums by plans and Social Security, and CMS's role in setting and enforcing
standards for plan participation.

6. Congress should require CMS to expeditiously establish a full system of real time data-
sharing among all entities involved in Part D. Congress should require CMS to report on its
strategies to resolve these problems effectively and within a specific time period, and should
require periodic status reports from CMS.

Recommendations for the Centers for Medicare & Medicaid Services (CMS)

1. CMS should create a real time data-sharing system among all entities involved in Part D, and
develop mandatory fail-safe systems to ensure that persons who are dually eligible for Medicare
and Medicaid do not experience gaps in either their drug coverage or their low-income subsidy.

2. CMS should expand its point of service (POS) system to make its coverage available at the
pharmacy for all dually eligible persons who experience plan enrollment and related drug
dispensing problems at the pharmacy. Further, CMS should require pharmacies to use the POS
system, and hold pharmacies harmless for good faith billings to the POS that turn out to be
incorrect.

3. CMS and Part D plans should be required to provide beneficiaries with clear and accurate
information about Part D, individual plan offerings, and in particular, about the Donut Hole
coverage gap. This information should include the following:

* Materials from CMS and the enrollee's plan that explain how the
initial coverage limitation and beneficiary out-of-pocket expenses,
including Donut Hole payments, are calculated should be mailed to
beneficiaries;

* Monthly statements that clearly indicate the total amount of
payments that have been made that count towards the individual's
initial coverage limit and beneficiary out-of-pocket responsibilities
should be mailed to beneficiaries; and

* Monthly statements that indicate, after the initial coverage limit
has been reached, all costs that continue to count towards the out-
of-pocket limit in the Donut Hole and how much more is needed to
reach catastrophic coverage should be mailed to beneficiaries.

Copyright ( 2007 Center for Medicare Advocacy, Inc.
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4. CMS should require plans to provide a written coverage determination electronically at the
pharmacy whenever a drug is not covered. The written coverage determination must explain why
the plan will not pay for a drug, describe beneficiary appeal rights, and explain how to request
the next level of review.

5. CMS should ensure that Part D plans comply with required appeals and grievance processes,
that plan call centers respond appropriately to beneficiaries, and that Medicare "customer
service" representatives provide accurate information and keep track of beneficiary complaints.

6. CMS should exercise its enforcement authority to take actions against Part D plans that do not
provide adequate notice, fail to meet the regulatory time frames for deciding a coverage
determination or an appeal, or fail to train their call center staff adequately.

INTRODUCTION

The Center for Medicare Advocacy has assisted thousands of Medicare beneficiaries and their
helpers to understand and utilize the Part D system, plan options, and rules. In our conversations
with Medicare beneficiaries, their advocates, and policy-makers, we hear repeatedly about
beneficiaries having insufficient information to make sound decisions about which plan to
choose, to understand what should be covered, and to know how they will fare during Part D's
various coverage gaps. They also report difficulty obtaining exceptions for drugs not on a plan's
formulary, for drugs with quantity limits, and for the off-label use of certain drugs. Similarly, we
hear many complaints that the exceptions process is both complicated and vague. Beneficiaries
who are dually eligible for Medicare and Medicaid are too often unable to obtain their
medications due in large part to data-sharing problems among states, the Centers for Medicare &
Medicaid Services (CMS), and Part D plans.

As we noted in our Six-Month Report (July 19, 2006), CMS, the agency that administers
Medicare, continues to tout Part D as a resounding success, while characterizing what are
persistent and systemic issues as small glitches in the system. Our experience continues to show
otherwise. Systemic problems identified at the beginning of 2006 continued, and new problems
developed during the course of the year. This report highlights some of the most glaring
continuing problems:

* As currently designed, the Part D program is immensely complicated. The
program's complexities affect the ability of beneficiaries to understand the
program, choose plans, pay premiums, benefit appropriately from the low-income
subsidy, and utilize the exceptions and appeals process.

* CMS's administration of the Low-Income Subsidy (LIS) lacks clarity and
uniformity so that the subsidy too often fails to reach eligible beneficiaries.

* Beneficiaries do not have adequate information to allow them to make sound Part
D plan choices or to properly prepare for the gap in coverage of necessary drugs
during the "Donut Hole."

* The Part D exceptions and appeals process is too complex and too varied from
plan to plan to be adequately accessible to Medicare beneficiaries. Further, the
standards for appeals are too vague and do not give adequate credence to the
opinion of beneficiaries' attending physicians.

Copyright 0 2007 Center for Medicare Advocacy, Inc.
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PART D IS IMMENSELY COMPLICATED. THIS COMPLEXITY AFFECTS ALL
ASPECTS OF THE PROGRAM.

1. The Complexity Of Part D Causes Special Problems For Low-Income Beneficiaries

One of the major changes made by Part D is the requirement that beneficiaries who are eligible
for both Medicare and Medicaid (dually eligible beneficiaries) get their prescription drugs
through Medicare Part D. On January 1, 2006, these people lost their eligibility for prescription
drug coverage under Medicaid. Further, Medicaid beneficiaries who become newly eligible for
Medicare lose their Medicaid drug coverage when their Medicare eligibility begins, even if they
are not enrolled in a Medicare prescription drug plan. Such beneficiaries may experience drug
coverage gaps when they are first eligible for Medicare due to time lags in the transmission of
information about their new dual status, which must flow from the state to CMS. This change in
drug coverage for low-income beneficiaries was the source of some of the most serious and
significant problems when Part D began in 2006. Problems with Part D drug coverage for dually
eligible people persisted throughout the year. For example:

Mrs. S, an SSI recipient who had been on MassHealth (Massachusetts Medicaid)
and had a number of health problems, including bipolar disorder and diabetes,
turned 65 on September 17ah and became eligible for Medicare effective
September 1, 2006. When she went to the pharmacy in early September, nine
months after Part D began, she learned, when the pharmacist tried to bill
MassHealth, that she no longer had Medicaid prescription drug coverage. The
pharmacist was told that Medicare's records showed that the woman was in a Part
D plan. However when he tried to bill that plan, he was unable to do so. Plan
officials told both the pharmacist and the client's social worker that they had no
record of her. The pharmacist then tried to bill Wellpoint/Anthem, the "Point of
Service" (POS) option for dual eligibles who do not have a drug plan, but was
unable to do so because Medicare records showed that she was already enrolled in
a plan. She left the pharmacy without her medications.

Although CMS automatically enrolls dual-eligible beneficiaries into plans, effective the first day
of the month in which they become dually eligible for both Medicare and Medicaid if they have
not chosen a plan themselves, the enrollment may not, in fact, have been effectuated by the time
they lose Medicaid coverage. Although they are entitled to reimbursement for out-of-pocket
costs above the level of their subsidized co-payments, their low-income status may make it
impossible for them to actually pay out-of-pocket Those beneficiaries who choose a plan, rather
than accept auto-enrollment, must affirmatively request through their plan that their enrollment
be retroactive to the date they became dually eligible. The plan must submit the request to CMS.

As Mrs. S's story indicates, CMS has a point of service (POS) system that allows a newly dually
eligible beneficiary for whom plan enrollment information is not available to receive drug
coverage at the pharmacy (the "point of service") upon a showing of proof of Medicare and
Medicaid enrollment. However, this system is not available to other dually eligible persons who
experience difficulties at the pharmacy, including those for whom CMS's records show
enrollment in a specific plan. Moreover, many pharmacists are unfamiliar with the POS system
and, even if they know about the system, they are not obligated to use it. Further, if pharmacists
use the POS system in error, the pharmacy is liable for the difference between the billed amount
and the full cost-sharing due. Ironically, because Mrs. S was already enrolled in a plan that did
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not acknowledge her enrollment, the POS option did not work for her and she was worse off than
if she had not been enrolled in a Part D plan at all.

A. Information About Subsidy Status Is Also Often Delayed In Its Transmission To The
Plan And The Pharmacy

Although dually eligible persons are entitled by law to change plans at any time, they do so at
their peril. Considerable confusion often occurs when plan changes are made and it may be
difficult to understand which plan is responsible to pay for a drug during a plan-change
transition. For example:

Mr. B, a Medicare beneficiary who resides in the dementia unit in a nursing
home, was enrolled by his daughter into a Part D drug plan in January 2006. In
April 2006 he became eligible for Pennsylvania Medicaid.

It took five months, and 15+ phone calls to Medicare, the regional CMS office,
Pennsylvania Department of Welfare, the local Medicaid office, the Part D plan
and the nursing home just to get Medicare to update the beneficiary's status to
dual-eligible so that he no longer had to pay monthly drug premiums, co-
payments, or the full cost of his drugs. The Pennsylvania Department of Welfare
had the wrong birth date for the beneficiary in its records, listed him as not being
on Medicare at all, and delayed sending the updated information to the Medicare
database. The drug plan also could not update its information until Medicare had
updated its information. The nursing home kept reminding the daughter that her
father's drug bills were going unpaid.

Medicare beneficiaries becoming newly eligible for Medicaid experience delays in getting access
to their low-income subsidy. Data are transmitted by the states monthly; a beneficiary whose
dual status is determined the day after the monthly transmission will not appear as a dual-eligible
until the following month. Mr. B's story illustrates the complexities of the data-sharing that is
required to ensure that dual-eligible beneficiaries do not experience coverage gaps or gaps in
their entitlement to lower cost-sharing when they become dually eligible. It also illustrates the
complexity of resolving such problems, because so many entities are involved and each may be
required to take some action that depends on the prior actions of another agency.

B. Re-determinations Of Eligibility For Low-Income Subsidy Are Made Through Multiple
Mechanisms, Leading to Confusion and Errors

Low-income beneficiaries must re-qualify for the Part D low-income subsidy (LIS) each year.
Since several paths exist for re-qualification, the process is confusing, especially for those whose
circumstances fluctuate over the course of a year. Medicare beneficiaries who are also enrolled
in Medicaid, a Medicare Savings Program, or SSI are "deemed eligible" for LIS. If individuals
were on the rolls in one of these programs in July of 2006, they were to be "re-deemed" eligible
for the subsidy for 2007. As Mrs. M's story indicates, however, plans do not always have
correct information about beneficiaries' subsidy-eligibility status:

Mrs. M, a dually eligible resident of Virginia who is deemed eligible for the low-
income subsidy (LIS), was told that she needed to meet the Part D $265
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deductible when she went to get a prescription on January 2, 2007, although
people entitled to the LIS do not have a deductible. The woman had no changes in
her income, assets, or program eligibility for SSI, Medicaid, or Medicare. Her
Medicaid eligibility worker called her drug plan and was told the woman had lost
her low-income subsidy eligibility.

In December 2006, CMS sent a memorandum to Part D plans explaining that they must use the
best available data to reconcile status when a beneficiary believes he or she is still eligible for the
subsidy. The beneficiary may present proof of eligibility, such as a Medicaid card, at the
pharmacy and the plan should follow up to collect the evidence. In Mrs. M's situation, however,
the plan failed to explain to the pharmacist that the beneficiary could present documentation of
her Medicaid eligibility at the pharmacy in order to continue receiving the subsidy, and her
medications, until the issue was resolved.

Another example:

Mr. and Mrs. Y have developmental disabilities and qualified for Missouri
Medicaid for a portion of 2005 after they "spent down" their excess income to
meet medical expenses. Thus, they were deemed eligible for the full low-income
subsidy in 2006. Because they allegedly had not met their "spend-down" amount
in the second half of 2006, however, they were not deemed eligible for the low-
income subsidy for 2007. The couple qualifies for a partial subsidy based on
income, and so, in contrast to their experience in 2006, they will have to pay a
deductible and premium for their drug coverage in 2007. They will also have to
pay more for each prescription.

An advocate who was assisting the couple in choosing new drug coverage at the
end of December 2006 discovered that the couple had hospital and medical bills
that should have been sufficient to establish that they had met their "spend-down
amount" (payment toward medical expenses, recognized by Medicaid, as
reducing the applicant's income for purposes of qualifyiing for Medicaid) in
October 2006. Had they submitted the medical bills to the state Medicaid agency,
they would have been eligible for Medicaid and deemed eligible for LIS for all of
2007. Because they did not submit the medical documents on time, they will have
to pay premiums and cost-sharing until their Medicaid is established retroactively.
They will then be deemed eligible for full LIS retroactively, and they and their
advocate will have to take steps to seek reimbursement for the premiums and
other expenses they paid until information about their LIS-subsidy level is shared
with their drug plan.

Individuals who were not on the Medicaid rolls at the time CMS made deemed status decisions
were sent letters telling them that they were losing their subsidy because of the loss of their other
benefit. The letter included an application to be mailed to the Social Security Administration.
However, if the individual later regains eligibility for the other benefit, he or she will be re-
deemed for the LIS, without further consideration of his or her SSA application. While this is a
desirable outcome, beneficiaries are too often confused by the array of letters they receive
regarding their changing status. Moreover, delays in the transmission of subsidy information
between states, SSA, CMS, and plans may result in incorrect LIS status information being
available at the pharmacy when a beneficiary arrives in 2007. As described above, this can result
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in low-income people paying more than they should - and sometimes failing to obtain their
medications.

When a Medicaid beneficiary loses eligibility for Medicaid benefits, states have an obligation
under Medicaid law to determine if that person is eligible under another category of the state's
program. For example, someone losing Medicaid eligibility might, nonetheless, still be eligible
for a Medicare Savings Program, since these income and resource limits are higher than
Medicaid in most states. If states routinely undertook these new determinations of eligibility for
other Medicaid benefits before terminating people from the program, fewer LIS recipients would
find themselves in the limbo of not knowing about their LIS status. Similarly, even for those
individuals no longer eligible for any benefits under the state Medicaid program, the state or the
Social Security Administration (SSA), whose income and resource limits are higher than those of
most states' Medicaid programs, could undertake independently to determine their eligibility for
the LIS.

SSA is required by law to redetermine eligibility of those individuals who applied for LIS
through SSA within the first year after their initial enrollment. SSA used a largely "passive"
redetermination process for 2007. It sent letters to beneficiaries who qualified for the LIS in 2006
asking them to contact SSA if their circumstances had changed. If the individual's circumstances
had not changed, the beneficiary was not required to take any action. If they had, the process
continued. Little information is available at this time on the effectiveness of this system.

After the first redetermination, the Commissioner of SSA has discretion to undertake
redeterminations as necessary. Since most low-income Medicare beneficiaries do not have
significant changes in income and resources, the Commissioner could exercise his discretion to
minimize redeterminations.

Recommendations

Congress should hold oversight hearings on the implementation of Part D. The hearings should
include an inquiry into the special problems of dually eligible beneficiaries and CMS's role in
setting and enforcing standards for plan participation.

Congress should require CMS to create a plan to move expeditiously to a fill system of real time
data-sharing among all entities involved in Part D. Congress should require CMS to report on its
strategies to resolve these problems effectively and within a specific time period, and should
require periodic status reports from CMS.

CMS should require states to redetermine the eligibility of anyone losing Medicaid to determine
if that individual qualifies for the low-income subsidy (LIS, also known as Extra Help) as a
result of eligibility for other qualifying benefits. CMS should also require states to redetermine
LIS eligibility for anyone who lost his or her Extra Help due to losing their deemed status.
Further, CMS and SSA should explore which agencies should oversee such redeterminations.

CMS should create a real time data-sharing system among all entities involved in Part D, and
develop mandatory fail-safe systems to ensure that persons who are dually eligible for Medicare
and Medicaid do not experience gaps in either their drug coverage or their low-income subsidy.

Copyright V 2007 Center for Medicare Advocacy, Inc.



162

CMS should expand its point of service (POS) system to make its coverage available at the
pharmacy for all dually eligible persons who experience plan enrollment and related drug
dispensing problems at the pharmacy. Further, CMS should require pharmacies to use the POS
system, and hold pharmacies harmless for good faith billings to the POS that turn out to be
incorrect.

2. Beneficiaries Are Confused By The Part D Benefit Structure, And In Particular By The
Gap In Part D Coverage Known As The "Donut Hole"

The standard Part D prescription drug benefit includes a deductible and beneficiary cost-sharing
up to an initial coverage limit. Once that limit is reached, beneficiaries enter a "coverage gap,"
known as the "Donut Hole," and are responsible for the full cost of their drugs unless and until
they reach a catastrophic threshold. Cost-sharing is reduced for all beneficiaries who get out of
the Donut Hole, including those who are eligible for the low-income subsidy (LIS), also known
as "Extra Help." Unfortunately, many beneficiaries do not understand the benefit structure and
the implications of the Donut Hole. Thus, they were not adequately prepared when they had to
pay the full cost for their prescriptions. For example:

In September 2006, Mrs. L, the wife of a Medicare beneficiary, was charged
$73.59 for one of her husband's prescriptions instead of the $28.00 that she had
been paying since the beginning of the year. The pharmacy technician had "no
idea" why the cost of the drug increased. The wife called the drug plan and was
told about the Donut Hole. The woman said that when she signed her husband up
for Part D, she did not understand how the Donut Hole might affect her family.
Because her husband would not exit the Donut Hole by December 31, he paid the
Part D premium as well as the full cost of his drugs for the rest of 2006. Since
learning of the Donut Hole and its impact, the woman has been blaming herself.
She remarked that she knows she needs to educate herself (her husband is not
mentally capable of doing so). She said that she has to work, to take care of her
husband, to pay the bills, and to figure out how best to manage all health care
options, and she does not have enough time in the day to sort out health insurance
issues. She wonders how a program could be designed with such flaws.

Information provided to beneficiaries by both CMS and by drug plans often does not clearly
explain the Donut Hole coverage gap. Even beneficiaries who understood that they would
experience a gap in coverage did not understand how the initial coverage limit is calculated (full
cost of all formulary drugs) and how their out-of-pocket costs to reach the catastrophic limit are
calculated (beneficiary cost-sharing for formulary drugs up to the coverage limit, plus full cost of
formulary drugs purchased at network pharmacies while in the gap.) Further, because Part D
allows the costs of prescriptions to vary throughout the year, beneficiaries who relied on the
plan's price for their drugs when they chose a Part D plan may have underestimated what they
would spend for prescriptions when they entered the coverage gap.

A. Paying For Drugs In The Donut Hole Creates Problems For Many Beneficiaries

Some beneficiaries who enter the Donut Hole have difficulty figuring out how to pay for their
prescriptions. For example:
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A case worker complained to the Center for Medicare Advocacy that many of her
clients cannot afford their medications once they enter the Donut Hole. Some
individuals have been assisted through the local Adult Protective Services
program and other social services agencies that will pay for at least one month of
medications. A few patient assistance programs have provided free medications
for individuals who have a statement from their plan that they have reached the
gap in coverage. Unfortunately, the case worker had clients who were going
without medications or were spending their savings to buy medications.

The Donut Hole problems are exacerbated by the fact that some previous methods of paying for
prescription drugs may no longer be available to Medicare beneficiaries. Some pharmaceutical
assistance programs (PAPs), sponsored by drug manufacturers, no longer provide assistance to
people enrolled in Part D. Even if a PAP will assist a Part D enrollee, neither the PAP's
contribution toward the drug nor the beneficiary's cost-sharing counts towards the out-of-pocket
amount the beneficiary needs to spend in order to get out of the Donut Hole. Similarly, assistance
provided by AIDS Drug Assistance Programs (ADAPs) does not count to get out of the Donut
Hole.

CMS encourages beneficiaries to consider using generic drugs and to enroll in plans with
enhanced drug coverage that includes coverage through the Donut Hole. However, changing to a
generic drug is not always possible. Many people with cardiac problems, cancer, multiple
sclerosis, and other ongoing conditions rely on new, brand-name drugs for which there are still
no generic equivalents. Most plans that offer Donut Hole coverage only pay for generic drugs in
the gap. A few plans provide gap coverage for brand-name drugs, but there are only a few such
plans, they are costly, and they are not available in every state. Even fewer such plans are
available in 2007 than in 2006. ' Thus, these plans provide no assistance to beneficiaries for
whom a generic drug is either not available or not medically indicated.

B. Lack Of Knowledge About How The Donut Hole Works Often Leaves Beneficiaries
Unprepared For This Gap In Coverage

Beneficiaries often do not know when they are approaching the Donut Hole or if and when they
will reach the catastrophic coverage amount. Part D plans are supposed to include information in
the monthly summary of benefits they send to plan enrollees so that enrollees can calculate when
they will reach the Donut Hole. As shown by Mrs. L's story, however, that information may not
be provided at all or may not be provided in a manner understood by beneficiaries. Problems also
occur when beneficiaries try to predict whether their drug costs are high enough to get them
through the coverage gap. For example:

A Florida-based advocate worked all year with the CMS regional office on behalf
of a dual-eligible beneficiary who experienced continuous enrollment and
disenrollment problems. Because the beneficiary's drug costs are so high, the
advocate believed that the beneficiary should have gotten through the Donut Hole
and therefore not been charged any co-payments for her drugs. However, neither
the plan nor CMS could tell the advocate when the beneficiary had reached the

'In 2006, 2.3% of PDPs offered coverage flr generic and brand-name drugs during the coverage gap (Donut Hole).
That number falls to 1.4% in 2007. J. Hoadley, E. Hargrave, K. Merrill, J. Cubanski, T. Neumann, "Benefit Designand Formularies of Medicare Drug Plans: A comparison of 2006 and 2007 Offerings - A First Look" (Kaiser
Family Foundation, November 2006), at p. 16.
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catastrophic threshold. The e-mail response from CMS seemed to indicate that the
beneficiary would still be charged co-payments after she reached the catastrophic
threshold, even though federal law states otherwise.

Beneficiaries cannot calculate their expenses if they do not know when they will have to start
paying for their drug costs in full or when they have reached the catastrophic limit. Beneficiaries'
plans and CMS must ensure that Part D enrollees have the information they need and that
beneficiaries with very high drug costs get the full Part D benefit to which they are entitled.

Recommendations

Congress should eliminate the Donut Hole. If the Donut Hole is not eliminated, Congress should,
at a minimum, authorize payments by AIDS Drug Assistance Programs (ADAPs) and
pharmaceutical assistance programs (PAPs) to count towards the beneficiary out-of-pocket
spending limit.

CMS and Part D plans should be required to provide beneficiaries with clear and accurate
information about Part D, individual plan offerings, and in particular, about the Donut Hole
coverage gap. This information should include the following:

* Materials from CMS and the enrollee's plan that explain how the
initial coverage limitation and beneficiary out-of-pocket expenses,
including Donut Hole payments, are calculated should be mailed to
beneficiaries;

* Monthly statements that clearly indicate the total amount of
payments that have been made that count towards the individual's
initial coverage limit and beneficiary out-of-pocket responsibilities
should be mailed to beneficiaries; and

* Monthly statements that indicate, after the initial coverage limit
has been reached, all costs that continue to count towards the out-
of-pocket limit in the Donut Hole and how much more is needed to
reach catastrophic coverage should be mailed to beneficiaries.

3. Beneficiaries Cannot Be Guaranteed That Premiums Will Be Withheld From Their
Social Security Checks As Requested, Or That The Premiums They Pay Will Reach The
Part D Plan In Which They Are Enrolled

Paying premiums for the Part D plans they have chosen is a challenge for many beneficiaries.
Many beneficiaries chose to have Part D premiums withheld from their Social Security checks
and paid directly to their plans, as they are accustomed to doing with Part B premiums. For
some, Social Security withholding was never implemented. For others, Social Security
withholding was implemented incorrectly. Some beneficiaries received refunds of their withheld
premiums that were not due them, while others who were due premium refunds waited months to
receive the money that was owed them. For example:
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Mrs. X received an incorrect premium refund in August and repaid the money by
sending a personal check to her drug plan, rather than to CMS. She then received
a bill from her drug plan for a total of three months' premiums, September,
October, and November. These premiums had already been deducted from her
Social Security benefit, two payments from her October benefit and one from her
November benefit. An advocate contacted the drug plan on her behalf, with a
representative of the Social Security Administration on the phone, to verify that
the premiums had been deducted. The information was to be sent to the drug
plan's finance department, but confusion about the three months' payment has not
yet been resolved.

At the same time, the advocate learned that Mrs. X's account with her drug plan
had been changed from Social Security withholding to direct pay. The advocate
asked if this change was made because the beneficiary paid the "refund" with a
personal check. The customer service representative could not answer; she did
not have access to payment information. The client had not requested to have her
payment method changed to direct pay. The drug plan representative could not
talk about payment history.

Another example:

An advocate was concerned about finding a safe and effective course of action for
Mrs. R, whose Part D premiums throughout 2006 had never been withheld from
her Social Security check as she requested. Mrs. R. is understandably concerned
about when and how the year's worth of premiums will be deducted from her
Social Security check. In particular, she is worried that, with the press of
obligations, she will not have the funds to make a lump-sum payment if
requested; the payment issues have left her with a lack of confidence whether to
use the Part D benefit at all.

These stories illustrate the complex and apparently intractable nature of premium-withholding
problems. Whether Mrs. X's issue was resolved was impossible to confirm despite a three-way
conversation with SSA, the plan, and the client and her advocate. Mrs. R's problem continued
throughout 2006 and had not been resolved by the end of the year.

The Center for Medicare Advocacy hears regularly from advocates who generally advise clients
to ask for direct billing from the plan, rather than premium-withholding, because the withholding
system is so broken. While this recommendation is an effective short-term solution, it denies
beneficiaries their right under the law to use the premium-withholding system so familiar to them
from Medicare Part B, a system that, under Part D, has fallen victim to the complexities and
inefficiencies of a program dependent on hundreds of private plans.

CMS has admitted that problems exist with its system of withholding the amount of the Part D
premium from beneficiaries' Social Security checks and transmitting that amount to
beneficiaries' Part D plans. In a hearing before the Senate Finance Committee in early
September 2006, CMS acknowledged that the problem of premium-withholding had initially
affected more than half a million beneficiaries. It claimed, at that time, that it had resolved most
of the problems and that only about 150,000 remained to be addressed. Later in the fall of 2006,
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however, with problems continuing, CMS changed the default setting for payment of premiums
on its web-based Plan Finder, from premium-withholding to direct billing from the Social
Security check. A beneficiary wishing to have premiums withheld from his or her Social
Security check cannot choose that option on-line but "will be contacted" by CMS to make
specific arrangements. The number of beneficiaries still experiencing problems with premium-
withholding is unknown, but problems still persist for many:

* Premium withholding continues to occur without beneficiary authorization or
continues after the beneficiary has disenrolled from the plan or is not stopped
when a beneficiary so requests.

* Premiums are not withheld when a beneficiary has so requested. Some
beneficiaries have had no withholding throughout 2006 and are understandably
anxious that all the premiums will be taken from a single Social Security check,
leaving them with little or no income for the month.

* Withheld premiums have been refunded to many beneficiaries, in some cases
correctly and in others, incorrectly. When CMS sought to recover the incorrectly-
refunded premiums, it failed to notify beneficiaries of their right to be excused
from recovery.

* Plans have still not received payment from CMS or SSA of premiums apparently
withheld.

Recommendations

Congress should hold oversight hearings to understand the issues that make premium
withholding so unreliable and should require CMS to solve these problems.

CMS should notify all beneficiaries who received incorrect premium refunds in 2006, and all
beneficiaries for whom premium withholding has been delayed, of their right to seek a waiver of
the recovery of these funds.

CMS should ensure that all plans have been paid all premiums owed for beneficiaries who asked
for premium withholding in 2006 (so that the burden is not left with individual beneficiaries to
work out problems on their own with their plans).

4. The Process For Getting Coverage Of Drugs That Are Not On A Drug Plan's Formulary
Is Confusing, Complicated, And Often Not Understood By Beneficiaries

In promoting Part D, CMS assured beneficiaries that they would have access to all of their
medically necessary prescription drugs. What CMS failed to explain to beneficiaries is that they
might have to file for a "coverage determination" and pursue an appeal if the drug they need is
not on their plan's formulary or is subject to certain restrictions, such as a limitation on the
number of dispensable pills ("quantity limits") or the need to request the plan's permission
before the drug is prescribed and paid for ("prior authorization"). The process for requesting a
coverage determination and then an appeal is complicated, and most beneficiaries do not even
understand this process, or the fact that they have the right to seek coverage for a drug not on
their plan's formulary.
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A. Beneficiaries Are Not Adequately Informed Of Their Right To Request A Coverage
Determination And File An Appeal

The Part D appeals process cannot begin unless and until a beneficiary who is denied coverage
for a drug at the pharmacy affirmatively requests a formal "coverage determination" from his or
her Part D drug plan. A coverage determination can only be issued by the drug plan itself; the
denial at the pharmacy counter has no legal effect. The formal coverage determination from the
plan should explain why the plan will not pay for the drug and how to start the appeals process.

Most beneficiaries who are denied coverage for their prescribed medications need to request a
special type of coverage determination known as an "Exception." An Exception may include a
request to cover a drug that is not on the formulary, a request to reduce the cost-sharing for a
drug, a request to provide a larger dose of a drug than the formulary limit, or a request to receive
the prescribed drug without first trying a less expensive drug ("step therapy"). An Exception
may also include a request to provide a drug without first getting prior authorization from the
drug plan.

Unfortunately, beneficiaries are not adequately informed of the need to request a coverage
determination. As a consequence, they never contact their drug plan for a coverage determination
and they never enter the appeals process. For example:

After waiting two weeks for her refill, Mrs. F, a Maryland Medicare beneficiary,
called the mail-order pharmacy used by her plan, only to be told that her
prescription could not be refilled without prior authorization from the drug plan.
If she had not called the pharmacy, she would not have known that she needed to
request prior authorization from the drug plan before it would cover her drug.
Even after she called, the mail-order pharmacy never sent her the notice
explaining her rights. Thus, she did not know that she had a right to request an
Exception to the prior authorization requirement.

Advocates continue to report that pharmacies are not providing beneficiaries with the CMS-
approved notice, "Medicare Prescription Drugs and Your Rights, " which explains in general the
right to contact one's plan to request an Exception or other coverage determination. In
December, an advocate who saw that the notice was not posted at a large chain drug store in
suburban Washington, DC, was told that the pharmacy tells beneficiaries to call their plan,
without giving them anything in writing or posting the notice.

Medicare regulations require Part D plans to arrange with their network pharmacies either to post
the generic "Medicare Prescription Drugs and Your Rights" or to hand the notice to a
beneficiary whose prescription has been denied. Posting of the notice provides very little
protection., The notice is often posted in a place that makes it difficult to read. Moreover, because
the notice is generic, telling beneficiaries only of their right to request an exception and the need
to contact the plan, beneficiaries do not know what information they will need to provide in
order to get their prescription covered or exactly how to contact their plan.

Furthermore, neither CMS nor the plans take responsibility when advocates complain that
beneficiaries are not being informed of their rights to ask for an Exception and then to appeal.
CMS says the plans are required to ensure distribution of the generic notice; plans claim they
have done their job in educating pharmacies.
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B. Beneficiaries Lack Plan Information For Evaluating A Prior Authorization Request

Even if, as in the case of Mrs. F, the pharmacy tells a beneficiary that prior authorization from
the plan is required before a drug will be covered, the beneficiary still does not have all the
information he or she needs in order to take action to get his or her medication. Drug plans do
not make available on their web site or through their customer service centers the criteria they
use to evaluate a prior authorization request. Thus, beneficiaries, their doctors, and their
advocates do not have the information they need to support a request for prior authorization or a
request for an Exception to a prior authorization requirement.

C. The Part D Appeals Process Includes Conflicting Directives Concerning The Effect Of
The Attending Physician's Opinion On An Exception Request And Appeal

A beneficiary must have the support of the prescribing physician in order to succeed with an
exceptions request. Indeed, the Medicare statute makes the opinion of the attending physician
concerning his or her patient's need for a non-preferred drug the controlling factor in
determining coverage. However, the Part D regulation specifically downgrades the effect of the
physician's opinion to such an extent that it is not clear whether any deference is given. Thus
while beneficiaries must obtain a supporting document from their physician even to enter the
appeals process, Part D plans are not required to respect the physician's opinion.

This is particularly problematic when the beneficiary and physician seek an Exception for
approval of an "off-label" use of a drug approved by the Food and Drug Administration (FDA).
The use of drugs "off-label" is legal in the United States and is governed by strict rules for
marketing. In many situations, physicians and their patients have determined over time that
certain drugs approved by the FDA for one purpose also help with a different medical problem.
Yet Part D plans do not defer to the opinion of the treating physician, even when the off-label
use is supported by scientific literature, proven safe and effective over a substantial amount of
time, and covered by the beneficiary's state Medicaid program. For example:

In 1995 Mrs. B, a dually eligible beneficiary in Florida, was prescribed an off-
label drug to treat her multiple sclerosis (MS). As a result of the drug, she
remained symptom-free, and she experienced no side effects. As required, Mrs. B
looked to Part D to cover this drug in 2006. She chose a Part D plan because the
plan representative said the drug was on the formulary. However, in April 2006,
the drug plan said it would no longer cover the drug. The woman requested an
Exception, and the plan asked her physician and her attorney to provide two
national and professional medical journals to show why the use of the drug was
medically reasonable to treat MS. Despite the fact that the beneficiary's medical
record established that the drug had been effective for II years, and despite the
fact that four peer-reviewed medical journal articles were submitted, the plan
denied coverage of the drug. An Administrative Law Judge ruled in December
that the drug was safe and effective and medically necessary for the woman, and
ordered the drug plan to cover the drug. However, because the woman stopped
taking the drug at the end of March, her symptoms returned.
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D. Part D Complaint Mechanisms Are Not Prompt Or Reliable, Making The Process More
Difficult For Beneficiaries

CMS has established a number of mechanisms through which beneficiaries may seek redress of
problems with their drug plan. Beneficiaries may seek a coverage determination and appeal if a
drug is not covered, file a grievance with the drug plan if they have a complaint that does not
involve drug coverage, and/or file a complaint by calling the Medicare hotline,
1(800)MEDICARE. As illustrated below, these mechanisms are ineffective.

Mr. S, a New York beneficiary, and his doctor requested an expedited (72 hour)
appeal after his drug plan said it would no longer cover one of his drugs. When
no response was received, the beneficiary called the plan three times. He waited
each time for about 45 minutes, trying to speak to a plan call center supervisor,
and was disconnected each time before speaking to a supervisor. Finally, the
beneficiary was called by the plan and told that the drug in question was not
covered. The telephone representative did not provide any further explanation or
describe additional appeal rights. The beneficiary did not receive written notice
of the denial. The beneficiary subsequently called 1(800)MEDICARE to
complain about the process. CMS's customer service representative told the
beneficiary that the Medicare Call Center has no control over appeals issues and
that he should contact the drug plan.

Recommendations

Congress should redesign Medicare Part D to create a benefit that is standardized, available
throughout the country, and administered through the traditional Medicare program. Such a
system would be more valuable for more beneficiaries and more cost-effective for taxpayers.

Congress should require Part D plans to give deference to the opinion of the beneficiary's
attending physician when making coverage decisions and should require CMS to delete the
provision to the contrary in its regulations [42 CFR §423.578(f)].

Congress should authorize Part D coverage for off-I abel uses of drugs that are supported by peer-
reviewed studies, are proven safe and effective over a substantial period of time, are covered by
the beneficiary's state Medicaid program, or are listed in one of the three compendia currently
included in the Medicare Act.

CMS should require plans to provide a written coverage determination electronically at the
pharmacy whenever a drug is not covered. The written coverage determination must explain why
the plan will not pay for a drug and describe beneficiary appeal rights and explain how to request
the next level of review.

CMS should require Part D plans to include on their web site, through their customer service
centers, and in their written materials, information about whether each drug on their formulary
requires prior authorization or other utilization management tools, and the criteria used by the
plan in determining whether the precondition to Part D coverage has been met.
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CMS should ensure that Part D plans comply with required appeals and grievance processes, that
plan call centers respond appropriately to beneficiaries, and that Medicare "customer service"
representatives provide accurate information and keep track of beneficiary complaints.

CMS should exercise its enforcement authority to take actions against Part D plans that do not
provide adequate notice, fail to meet the regulatory time frames for deciding a coverage
determination or an appeal, or fail to train their call center staff adequately.

CONCLUSION AND RECOMMENDATIONS

The stories presented here illustrate a variety of problems that continue to affect Part D
beneficiaries at the end of the first year of program implementation. While each of these
problems could be remedied by certain changes in program operations, they all derive, in large
part, from the lack of uniformity in Medicare Part D and its reliance on hundreds of private
plans. Although some people are better off than they were prior to Medicare Part D, too many
remain confused and frustrated with the complexities and limitations of the drug program. All
beneficiaries would be better off with a redesigned benefit that is standardized, available
throughout the country, and administered through the traditional Medicare program.

BASED ON OUR EXPERIENCE WITH MEDICARE BENEFICIARIES AND THEIR HELPERS,
THE CENTER FOR MEDICARE ADVOCACY RECOMMENDS THE FOLLOWING.

THESE RECOMMENDATIONS WILL IMPROVE MEDICARE'S PRESCRIPTION DRUG
BENEFIT, MAKING IT MORE VALUABLE FOR BENEFICIARIES AND MORE COST-
EFFECTIVE FOR TAXPAYERS.

Recommendations for Congress:

1. Congress should redesign Medicare Part D to create a benefit that is standardized, available
throughout the country, and administered through the traditional Medicare program. Such a
system would be more valuable for more beneficiaries and more cost-effective for taxpayers.

2. Congress should eliminate the Donut Hole. If the Donut Hole is not eliminated, Congress
should, at a minimum, authorize payments by AIDS Drug Assistance Programs (ADAPs) and
pharmaceutical assistance programs (PAPs) to count towards the beneficiary out-of-pocket
spending limit.

3. Congress should require Part D plans to give deference to the opinion of the beneficiary's
attending physician when they make coverage decisions.

4. Congress should authorize Part D coverage for off-label uses of drugs that are supported by
peer-reviewed studies, are proven safe and effective over a substantial period of time, are
covered by the beneficiary's state Medicaid program, or are listed in one of the three compendia
currently included in the Medicare Act.

5. Congress should hold oversight hearings on the implementation of Part D. The hearings
should include an inquiry into the special problems of dually eligible beneficiaries, the
withholding of premiums by plans and Social Security, and CMS's role in setting and enforcing
standards for plan participation.
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6. Congress should require CMS to expeditiously establish a full system of real time data-
sharing among all entities involved in Part D. Congress should require CMS to report its plans to
resolve these problems effectively and within a specific time period, and should require periodic
status reports from CMS.

Recommendations for the Centers for Medicare & Medicaid Services (CMS)

I. CMS should require states to redetermine the eligibility of anyone losing Medicaid to
determine if that individual qualifies for the low-income subsidy (LIS, also known as Extra
Help) as a result of eligibility for other qualifying benefits. CMS should also require states to
redetermine LIS eligibility for anyone who lost his or her Extra Help due to losing their deemed
status. Further, CMS and SSA should explore which agencies should oversee such
redeterminations.

2. CMS should create a real time data-sharing system among all entities involved in Part D, and
develop mandatory fail-safe systems to ensure that persons who are dually eligible for Medicare
and Medicaid do not experience gaps in either their drug coverage or their low-income subsidy.

3. CMS should expand its point of service (POS) system to make its coverage available at the
pharmacy for all dually eligible persons who experience plan enrollment and related drug
dispensing problems at the pharmacy. Further, CMS should require pharmacies to use the POS
system, and hold pharmacies harmless for good faith billings to the POS that turn out to be
incorrect.

4. CMS and Part D plans should be required to provide beneficiaries with clear and accurate
information about Part D, individual plan offerings, and in particular, about the Donut Hole
coverage gap. This information should include the following:

* Materials from CMS and the enrollee's plan that explain how the
initial coverage limitation and beneficiary out-of-pocket expenses,
including Donut Hole payments, are calculated should be mailed to
beneficiaries;

. Monthly statements that clearly indicate the total amount of
payments that have been made that count towards the individual's
initial coverage limit and beneficiary out-of-pocket responsibilities
should be mailed to beneficiaries; and

0 Monthly statements that indicate, after the initial coverage limit
has been reached, all costs that continue to count towards the out-
of-pocket limit in the Donut Hole and how much more is needed to
reach catastrophic coverage should be mailed to beneficiaries.

5. CMS should notify all beneficiaries who received incorrect premium refunds in 2006, and all
beneficiaries for whom premium withholding has been delayed, of their right to seek a waiver of
the recovery of these funds.
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6. CMS should ensure that all plans have been paid all premiums owed for beneficiaries who
asked for premium withholding in 2006 (so that the burden is not left with individual
beneficiaries to work out problems on their own with their plans).

7. CMS should require plans to provide a written coverage determination electronically at the
pharmacy whenever a drug is not covered. The written coverage determination must explain why
the plan will not pay for a drug, describe beneficiary appeal rights, and explain how to request
the next level of review.

8. CMS should require Part D plans to include on their web site, through their customer service
centers, and in their written materials, information about whether each drug on their formulary
requires prior authorization or other utilization management tools, and the criteria used by the
plan in determining whether the precondition to Part D coverage has been met.

9. CMS should ensure that Part D plans comply with required appeals and grievance processes,
that plan call centers respond appropriately to beneficiaries, and that Medicare "customer
service" representatives provide accurate information and keep track of beneficiary complaints.

10. CMS should exercise its enforcement authority to take actions against Part D plans that do
not provide adequate notice, fail to meet the regulatory time frames for deciding a coverage
determination or an appeal, or fail to train their call center staff adequately.

THE CENTER FOR MEDICARE ADVOCACY

Founded in 1986, the Center for Medicare Advocacy is a national, non-profit, non-partisan
organization that works to ensure fair access to Medicare and quality health care. The
organization is headquartered in Connecticut, with offices in Washington, DC and throughout the
country.

The Center responds to over 7,000 calls and emails annually from older people, people with
disabilities, their families, and support networks. The Center provides in-person and web-based
training throughout the United States. The organization is a partner in Connecticut's SHIP (State
Health Insurance and Assistance Program, known in Connecticut as CHOICES), providing
training, educational materials, and direct assistance with Medicare, Part D, and related
programs. Since November 15, 2005, when beneficiaries could first enroll in Part D, through
May 15, 2006, when enrollment closed, the Connecticut CHOICES program handled over
38,000 calls, more than two-thirds of which were about Part D. As the CHOICES legal support
center, the Center for Medicare Advocacy handled, or provided guidance about, a significant
portion of these calls.

As a result of a grant from a national foundation, the Center for Medicare Advocacy also
provides advocacy, training, telephone and on-line assistance regarding Part D on behalf of
beneficiaries and their advocates throughout the country. The Center hosts two web sites:
www.medicareadvocacv.or2 and www.fairmedicare.or .
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I. Introduction

America's Health Insurance Plans (AHIP) and our member companies are enthusiastic

supporters of the Medicare Part D prescription drug program. This program is providing

important benefits and peace of mind to millions of Medicare beneficiaries.

AHIP's membership includes-most sponsors of both stand-alone prescription drug plans (PDPs)
and Medicare Advantage plans that combine drug benefits with comprehensive health coverage

(MA-PDs). These companies have a long track record of participation in Medicare and other

public programs. Our members are strongly committed to the long-term success of the Part D

program.

As the program begins its second year, more than 39 million Medicare beneficiaries -

representing approximately 90 percent of the Medicare population - have prescription drug

coverage either through Part D directly, an employer plan that is supported through Part D, or

other sources. On a daily basis, these beneficiaries are personally experiencing the early success

of the Part D program and the role that competition, choice, and innovation have played in

providing them with high quality, affordable prescription drug coverage.

We appreciate the committee's interest in examining the Part D program's role in meeting the

prescription drug needs of low-income beneficiaries. This statement offers our perspectives on

this important priority and also discusses the program's overall track record during the past 13

months.

II. Savings and Value for Beneficiaries

Part D prescription drug plans are exceeding expectations by offering more comprehensive

benefits and lower premiums than were originally anticipated. According to the Centers for

Medicare & Medicaid Services (CMS)', beneficiaries who previously did not have drug

coverage saved an average of $1,200 in 2006 by enrolling in Part D plans. For millions of

Medicare beneficiaries - particularly those who have low incomes with no other source of drug

' Centers for Medicare & Medicaid Services, Part D Medicare Prescription Drug Benefit Fact Sheet, January 2007
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coverage - this coverage ensures that they receive the medications they need at an affordable
price.

To shed further light on the savings available through Part D, CMS2 has reported that
beneficiaries can save an average of 53 percent on commonly-used drugs tracked by the agency,
compared to the amount they would have paid without prescription drug coverage. Beneficiaries
who choose the lowest cost plan in their area can save up to 68 percent. Another study,
conducted by the Lewin Group3, found that beneficiaries without previous drug coverage who
have one or more of five chronic conditions - arthritis, diabetes, hypertension, osteoporosis, or
respiratory illness - are saving 58 percent on their drug costs by enrolling in a Part D plan.

Plan sponsors are offering a range of prescription drug plans with high quality coverage, many of
which go well beyond the minimum requirements of the Medicare Modernization Act of 2003
(MMA). Rather than establishing a one-size-fits-all benefits package, the Part D program creates
incentives for plan sponsors to design different benefit packages that address beneficiaries' needs
in three key areas - cost, coverage, and convenience. As a result, beneficiaries in all 50 states
have the option of choosing at least one Part D plan that covers a portion of the costs in the
coverage gap. In 41 states, beneficiaries have at least one MA-PD option with coverage in the
gap and a zero Part D premium 2.

Presented with these options, the vast majority of beneficiaries have selected benefit packages
that differ from the minimum requirements set by the MMA. CMS data show that the standard
defined benefit was selected by only 19 percent of beneficiaries in stand-alone prescription drug
plans and by only five percent of beneficiaries in Medicare Advantage plans with prescription
drug benefits last year2. All other beneficiaries are choosing plans that offer enhanced benefits
or alternatives to the standard benefit.

While the vast majority of Medicare Part D enrollees have continuous prescription drug coverage
throughout the year, a small percentage of enrollees are affected by the "coverage gap." Part D
plans provide these beneficiaries who reach the coverage gap with significant discounts off their
prescription drug prices. According to one study4, these savings total more than 35 percent
relative to retail prices. This means that beneficiaries are receiving significant savings through

Centers for Medicare & Medicaid Services, Pan D Medicare Prescription Drug Benefit Fact Sheet, January 2007
The Lewin Group, Chronic Health Conditions & the New Medicare Part D Benefit: Savings on Frequently Used

Medications, April 12, 2006
4 Pharmaceutical Care Management Association, press release, March 15, 2006
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their Part D plans even when they have reached the coverage gap (i.e., after exhausting the initial

coverage limit and before reaching the catastrophic benefit).

The value offered by Part D plans also can be seen in the lower-than-expected premiums that

beneficiaries are paying. CMS data 5 show that the average premium paid by Part D enrollees

last year was $23 per month. This figure is 38 percent lower than the $37 monthly premiums

that were projected by the Medicare Board of Trustees in their 2005 report. Similarly, CMS has

reported that beneficiary premiums in 2007 will average $22 a month if enrollees remain in their

current plans. This figure is 46 percent lower than the $41 monthly premiums that the Medicare

trustees projected for 2007.

Taxpayers also are benefiting from plans' success in delivering quality prescription drug

coverage at an affordable price. The Congressional Budget Office (CBO)6 recently announced

that the projected costs for the Part D program over the next seven years (2007-2013) are now

$136 billion lower than the original estimate. CBO reported that a major factor contributing to

the lower costs is that bids submitted by plan sponsors for 2007 under the program's competitive

structure are about 15 percent lower than the 2006 bids.

III. An Important Safety Net for Low-Income Beneficiaries

While beneficiaries of all income levels can save money by choosing Part D plans, financially

vulnerable beneficiaries can expect to receive exceptionally large savings because of the low-

income subsidies the MMA provides. More than 9 million Medicare beneficiaries are currently

receiving this additional assistance. On average, Medicare will pay more than 95 percent of

prescription drug costs for these low-income beneficiaries.

Many beneficiaries automatically qualify for low-income subsidies because they are dually

eligible for both Medicare and Medicaid or because they receive Supplemental Security Income

(SSI) benefits. However, others need to submit an application to the Social Security

Administration (SSA) to determine whether they qualify for low-income subsidies based on their

income and resources. AHIP's members have been working pro-actively to reach out to low-

income beneficiaries to encourage them to apply for this additional assistance. During the Part D

CMS, Projected Net Medicare Drug Costs Drop by Another Ten Percent, January 8, 2007
6 CBO. The Budget and Economic Outlook. Fiscal Years 2008-2017, January 2007
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open enrollment period, AHIP members played a leadership role, while working in cooperation

with CMS, in assisting beneficiaries who may be eligible for low-income assistance. Plans took

the initiative in implementing pro-active steps in several key areas:

* Plan sponsors used a CMS model letter and outbound.phone script to contact enrollees who

automatically qualified for low-income subsidies in 2006, but who had to apply for the

subsidy this year.

* Plan sponsors trained their customer service representatives to assist beneficiaries in

completing and submitting the application for low-income subsidies to the SSA.

* Plan sponsors contracted with vendors to provide a "warm transfer" so beneficiaries could

receive assistance from trained specialists in completing and submitting the application.

* Taking advantage of an opportunity provided under CMS guidance, plan sponsors have

offered up to a three-month grace period for the collection of premiums and cost-sharing to

individuals who lost their deemed status for low-income subsidies and are able to

demonstrate that they have applied for this extra assistance.

* Plan sponsors are providing links on their websites to the SSA website

(www.socialsecurity.gov), which includes general information about low-income subsidies

and the application itself

In addition, plan sponsors are supporting outreach efforts to low-income beneficiaries through
partnerships with a variety of national, state, and community groups. Countless other plans have

organized community events and health fairs across the nation to raise awareness among

beneficiaries about low-income subsidies under Medicare Part D. Through all of these activities,

AHIP's members are demonstrating their strong commitment to ensuring that Medicare
beneficiaries receive the full range of assistance offered by the Part D program.

Looking forward, AHIP stands ready to work with Congress to explore additional steps -

including eliminating the assets test when determining eligibility for low-income subsidies - for

further improving the Part D program's effectiveness in serving beneficiaries who have limited

financial resources. Additional funding for State Health Insurance Assistance Programs (SHIPs)

also would help achieve this goal. Ensuring that low-income beneficiaries do not face
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unreasonable barriers in their quest to receive extra assistance with their Part D premiums and

cost-sharing should be a top priority in the ongoing debate and oversight of the program.

IV. The Part D Program Is Valued by Beneficiaries

Numerous surveys show that a large percentage of the Medicare population is pleased with the

new Part D program and the benefits it is delivering. The positive attitudes of Medicare

beneficiaries toward the Part D program are reflected in surveys sponsored by AHIP, the

Medicare Rx Education Network, the Washington Post/ABC News, AARP, Medicare Today, JD

Power and Associates, the Wall Street Journal, and the Kaiser Family Foundation.

Each of these surveys confirm that a significant majority of Medicare Part D enrollees are having

a positive experience with their new prescription drug benefits. These surveys clearly show that

most beneficiaries are satisfied with the program, are saving money on their prescription drugs,

are not experiencing problems, and would recommend the program to others.

AHIP's most recent survey, conducted by Ayres, McHenry & Associates in September 2006,

found that:

* 70 percent of self-enrolled seniors would recommend that others sign up for the new

Medicare prescription drug benefit;

* 58 percent of enrollees said they were saving money with the new benefit;

* Two-thirds of enrolled seniors think passing the Medicare prescription drug plan was a good

idea; and

* 88 percent have had no problems using the new benefit.
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V. Why the Medicare Part D Program is Succeeding

A major factor contributing to the success of the Part D program is the fact that plan sponsors are
working aggressively to negotiate lower prescription drug prices for beneficiaries. A team of
CMS economists and actuaries has published research findings7 estimating that sponsors of Part
D plans negotiated discounts and rebates of 27 percent in 2006. These savings represent nearly
double the amount that plans were expected to negotiate at the time the MMA was enacted.

The program's success can also be attributed to the various tools and techniques plans have
developed to limit out-of-pocket costs for beneficiaries and, at the same time, improve quality by
reducing medication errors and promoting clinically sound drug use.

Formularies are an important tool that help control prescription drug costs. Medical
professionals play a central role in developing formularies, which must comply with stringent
standards to ensure that they include drugs necessary to treat all major diseases. To ensure that
formulary decisions are clinically appropriate, health plan Pharmacy & Therapeutics Committees
- composed principally of physicians and pharmacists - identify drugs for inclusion on health
plan formularies based on documented safety, efficacy, and therapeutic benefit.

Part D sponsors' generic substitution programs encourage beneficiaries to use lower-cost
prescription drugs when clinically appropriate. In the first half of 2006, more than 60 percent of
prescriptions dispensed through Medicare Part D plans were for generic medications. Part D
plan formulary management techniques such as step therapy and prior authorization also are
working to reduce out-of-pocket costs for beneficiaries.

A number of studies demonstrate that these tools and techniques are highly effective in making
prescription drugs more affordable for consumers. For example:

CBO has estimated8 that private sector management techniques employed by Medicare Part
D plans would save individuals 20-25 percent off retail prices for prescription drugs.

'Health Affairs, Health Spending Projections Through 2015: Changes on the Horizon, February 22, 2006
CBO, A Detailed Description of CBO's Cost Estimatefor the Medicare Prescription Drug Benefit, July 2004
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* A 2003 study 9, conducted by Associates and Wilson on behalf of AHIP, found that the PACE

program in Pennsylvania - the largest state pharmacy assistance program in the nation -

could save up to 40 percent by adopting the full range of private sector pharmacy benefit

management techniques.

* In addition, the Government Accountability Office (GAO) has reported'0 that pharmacy

benefit management techniques used by health plans in the Federal Employees Health

Benefits Program (FEHBP) resulted in savings of 18 percent for brand-name drugs and 47

percent for generic drugs, compared to the average cash price customers would pay at retail

pharmacies.

These findings clearly demonstrate that the private sector has a strong track record of using its

experience and capabilities to deliver affordable prescription drug benefits. At a time when

federal resources are severely strained, it is important for policymakers to recognize the ability of

health insurance plans to implement strategies that are enabling Medicare beneficiaries to receive

the greatest possible value for the dollars the Medicare program is spending on their prescription

drug coverage.

VI. Conclusion

The Medicare Part D prescription drug program is the most far-reaching expansion of Medicare

in its 40-year history. The early data show that this program is delivering significant value to

beneficiaries, including millions of low-income seniors who are receiving additional assistance

with their premiums and cost-sharing. The availability of high quality choices - spurred by

vigorous competition among plan sponsors - has played a pivotal role in generating these

savings.

We urge the committee to continue to support the competition, choice, and innovation that have

played such an important role in delivering savings and value to our nation's Medicare

beneficiaries.

9 Associates & Wilson, Prescrption Drug Benefit Management: Improving Quality. Promoting Better Access and
Reducing Cost, October 2003
' Government Accountability Office, Federal Employees' Health Benefits: Effects of Using Pharmacy Benefits
Managers on Health Plans, Enrollees, and Pharmacies (GAO-03- 196), January 2003
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Congress Should Waive Medicare Part D Co-Payments for Dual Eligible Beneficiaries
Receiving Long Term Care Services in Home and Community-Based Settings, including

Assisted Living/Residential Care Facilities

The National Center for Assisted Living (NCAL) is the assisted living voice of the American Health Care
Association (AHCA). On behalf of NCAL and AHCA, I would like to thank the Committee for this
opportunity to raise an issue of vital importance to America's seniors, and particularly important for frail
elderly people with very low incomes. AHCA/NCAL is a non-profit federation of affiliated state health
care organizations, together representing nearly I 1,000 non-profit and for-profit nursing facilities, assisted
living residences, sub-acute centers, and homes for persons with developmental disabilities. NCAL
represents more than 2,400 assisted living facilities providing long term care services to about 106,000
residents.

As Medicare Part D enters its second year, it is clear that the program has helped millions of seniors and
people with disabilities gain access to needed medications. However, Medicare Part D needs to be
modified so that frailest dual eligibles are treated equally. We believe that an existing gap in Medicare
Part D coverage may well have been a mistake of omission made as policymakers put together this
complex legislation.

Recognizing the vulnerability and special needs of very low-income people living in long term care
facilities, the Medicare Modemization Act of 2003 exempted dual eligibles (those covered by both
Medicare and Medicaid) living in "long term care facilities" from any cost-sharing for Part D prescription
drugs. Technically, under the Part D program, the Centers for Medicare & Medicaid Services defines a
long term care facility as a nursing facility, an intermediate care facility for people with mental retardation
and developmental disabilities, or an inpatient psychiatric hospital. Unfortunately, the legislation did not
extend the waiver of co-payments for prescriptions to dual eligible residents of assisted living/residential
care (AL/RC) facilities and others in home and community-based (HCB) settings, despite the fact that this

The American Health Care Aaaociaionandle NtinatCenterorAatsoed Iii u are the ntions leading long term crs argaiatsons .4IlCAXNCA1. and therir
memhbeship ore romoiitedtoperfarnonce eacellence andQualty Firmt t craeiiaakrheeithy affoie oadeethicl long tern car- AHCANCAL rept-rfns
neortyl 1000n~prosand prapresaryfactluiti dedicated to cohnotos tsproreineno os he deticeAy ofprafessionol and cAmpantronote care provided doily by
millions of caring employees to mare than 2.5 million Of oar nanonfrit. p elderly aod disobled cisicen who live in nstringfocilOiiea. aaasmned living residences
asarsonr centers oirdhoasesloaperosonswh mdetnnol retaredation and developsenial disoabtties Fox more isnfotntioo an AIJCAINCAL. pleae oisit
wwset hca nos.
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population may be eligible for nursing home care and has similar needs, vulnerabilities, and income
limitations. Under the Part D program, dual eligible assisted living residents and others in HCB settings
must make co-payments of $1.00-$5.35 in 2007, with the exact amount depending on a person's income
and whether a medication is generic. Because of their very low income (often just a personal needs
allowance), these co-payments can present financial hardships for dual eligible residents and can impede
them from receiving necessary medications. Requiring these co-payments is also inconsistent with efforts
to expand Medicaid-covered long term care options - including HCB settings - for our nation's most
vulnerable citizens who had historically only received care in nursing homes. Under current law, these
dual eligibles automatically receive reduced Part D benefits by choosing to live at home or in an AL/RC
facility rather than in a nursing home.

To provide relief to this group of frail, elderly people, AHCA and NCAL urge Congress to reintroduce
bipartisan legislation introduced in the 109"h Congress. "The Home and Community Services Copayment
Equity Act of 2006 (S. 2409 and H.R. 5907) would eliminate Part D co-payments for more than one
million low-income Americans, including dual eligible residents of ALiRC facilities and other licensed
facilities such as group homes for people with developmental disabilities, psychiatric health facilities, and
mental health rehabilitation centers. Dual eligibles receiving services under HCB waivers in a home
setting also would be relieved of Part D co-payments. This legislation is supported by a growing coalition
of more than 35 national organizations representing a wide range of interests, including consumers, health
care and long-term care providers, geriatric care professionals, pharmacists, and state officials.

Currently, approximately 15% of the nearly one million Americans in assisted living residences are dually
eligible for Medicaid and Medicare coverage. Under HCBS waivers, residents placed in AL/RC facilities
must be eligible for placement in nursing homes. Like nursing home residents on Medicaid, the more
than 120,000 dual eligibles in AL/RC facilities have very limited financial resources, often just a few
dollars a month from a personal needs allowance. In some instances, the amount of the combined Part D
co-pays of dual eligible ALIRC residents exceeds their monthly personal needs allowances. Residents in
nursing homes and assisted living facilities also use a similar number of prescriptions - about 8-10
prescriptions - according to recent studies.

On January 1, 2006, dual eligibles who previously received medications under Medicaid programs were
automatically enrolled in Medicare Part D drug plans. Under Part D, pharmacies and plans do not have to
dispense medications if a beneficiary does not pay co-payments. Unless the law is changed, dual eligible
residents of AL/RC facilities and others receiving services under Medicaid waivers who cannot afford
these co-payments may be at risk for not receiving essential medications.

Another reason to eliminate Part D co-payments for this population is to maintain a level playing field
between institutional and community-based services under Medicaid. For many years, policymakers and
the public have supported expanding options for people to receive long-term care services at home and in
community-based settings under the Medicaid program. AHCAJNCAL supports the principle of
Medicaid providing services in the setting that best meets each individual's needs and preferences.
According to an analysis of the Part D co-payment legislation done for AHCAINCAL by the Lewin
Group, by 2008 the HCB dual eligible population impacted by this legislation will be larger than the
number of dual eligible beneficiaries living in nursing homes and other institutions. For a small
investment in covering Part D co-pays, Congress would remove an impediment preventing some people
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from living at home or in an assisted living facility, and thereby save state and federal dollars, since these
care settings may be less expensive than nursing homes. However, the most important reason to pass this
legislation is to help frail, elderly seniors afford needed medications.

Finally, the burden placed on these dual eligibles is exacerbated because their Part D co-pays are indexed
for inflation while their limited resources grow less rapidly, if at all.

Thank you for this opportunity to bring this issue to the attention of the Committee.

For more information, please contact Karl Polzer, NCAL Senior Policy Director, at 202-898-6320 or
kpolzer~ncal.org-
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The National Senior Citizens Law Center (NSCLC) is pleased to submit this written
testimony to the Senate Select Committee on Aging on the topic of the Low-income
Subsidy for Medicare Part D beneficiaries. These comments are submitted by the
Oakland, California office of NSCLC, which has particular responsibility in the
organization for Medicare Part D advocacy and litigation.

NSCLC advocates nationally on behalf of the low-income elderly and persons with
disabilities. We have been working with legal services attorneys, State Health Insurance
Program (SHIP) counselors, and other lawyers and non-lawyer advocates for the elderly
and disabled on Medicare Part D issues since the inception of the program. These
contacts with advocates across the country have given us the opportunity to closely
monitor the challenges that low income beneficiaries have faced in accessing benefits
under Part D.

The Medicare Part D Low-Income Subsidy (LIS) is designed to assist low-income
Medicare beneficiaries in paying for their prescription drugs. Currently, 9.5 million
Medicare Part D enrollees receive the subsidy, representing forty percent of all enrollees,
and CMS and SSA.estimate that an additional 3.7 million Medicare beneficiaries have
incomes and resources low enough to qualify for the subsidy.

Despite the fact that LIS eligible beneficiaries represent such a high proportion of Part D
enrollees, numerous barriers to access exist for this population.

In this submission, we have focused on issues that have immediate impact on access to
prescription drugs by LIS eligible beneficiaries and that could be improved by relatively

Los Angeles Office: 3435 Wilshire Blvd., Suite 2860, Los Angeles, CA 90010 . 213-639-0903 Fax: 213-639-0934
Washington, DC office: 1101 14' Street, NW, Suite 400, Washington, DC 20005 * 202-289-6976 Fax: 202-289-7224
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minor fixes. Although there are broader structural problems with the design of the Part D
and its LIS component, they will not be discussed here.

These important issues include:

1. The numbers of individuals receiving the LIS are significantly below
projections because SSA's application/eligibility process is needlessly
complex and confusing.

Individuals who do not automatically receive the LIS must apply for the LIS through the
Social Security Agency (SSA) or their state Medicaid office AND enroll in a Part D plan,
which usually entails using either the Medicare website or 1-800-MEDICARE and often
includes communication with one or more plans. "One-stop shopping" simply is not
available.

Other unnecessary barriers discourage and confuse LIS applicants. For example, for its
own administrative convenience, SSA "requires" that a particular scannable form be used
or that the application be completed online; it strongly discourages the use of copied
forms. Although instructions for the form are available in 15 languages, the form cannot
actually be used in most languages; only the English and Spanish scannable forms are
accepted.

The LIS application form is not user-friendly in other ways as well. For example, unlike
most government forms, it contains an ominous reference to prison penalties for
inaccurate information in an application, unnecessarily frightening applicants.

The Medicare Modemization Act requires that both SSA and state Medicaid agencies
accept and process LIS applications; however, in practice, states direct individuals to
SSA or use the SSA process except in very rare instances. Since SSA does not screen
and enroll for eligibility for Medicaid programs, including the Medicare Savings
Programs, many opportunities for deemed LIS eligibility are lost.

Furthermore, LIS applications are not always processed in a timely manner by the SSA,
and the appeals system is flawed. Individuals who apply for LIS must wait on the Social
Security Administration (SSA) for a determination of eligibility. No timelines are
required, and SSA determinations can take months, delaying access to the LIS. The SSA
is not required to respond to an appeal within any mandatory time frame.

The LIS eligibility processes should be overhauled and redesigned tofollow the intent
of the statute and providefor the easiest possible application process. Enrollment and
subsidy applications should be consolidated Forms, including copied paperforms and
translated forms, should be widely available. States should be required to comply with
the law and process LIS applications separatelyfrom SSA, and clear timelines should
be setfor determinations and appeals.

Q 2007 National Senior Citizens Law Center
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2. It can be difficult to stay on the LIS.

Eight percent (more than 630,000) of all enrollees who had the LIS in 2006 were not
automatically determined eligible again in 2007 because of a change in their Medicaid
status. These individuals lost their subsidy effective January 1, 2007 unless they took
some further action. CMS did not review their cases to determine whether their income
and resources were low enough to remain eligible for the LIS or whether they could
qualify for the LIS on some other basis. They simply terminated the benefit because the
enrollees were no longer eligible for Medicaid. While CMS asserted that the agency sent
a notice to these individuals in September, many beneficiaries report not receiving it.
Those who did receive the notice were told to that they must apply with SSA to re-
qualify. Beneficiaries were not given an opportunity to appeal the decision. Individuals
who were mistakenly determined no longer eligible for Medicaid (i.e. they were in fact
still receiving Medicaid, but CMS made a mistake) had no established appeals procedures
and, when they complained, were bounced back and forth from plans to CMS to SSA and
to their state agencies. with no one taking ownership of the problem.

Adding to the confusion is that fact that SSA has implemented an entirely separate
process for redetermining LIS eligibility for individuals who qualify for the LIS through
an application with SSA.

No LIS beneficiary should be dropped because of loss of automatic eligibility without
first being screened for all possible categories of LIS eligibility. Appropriate notice and
appeal rights must be established CMS and SSA redetermination processes should be
streamlined and standardized

3. Low-Income Subsidy recipients often fail to figure prominently in policy
implementation, and their special needs are addressed only as an
afterthought.

LIS recipients have often been an afterthought as Part D policies have been designed and
implemented. Although they are forty Percent of current Part D enrollees (and projected
to reach at least fifty percent), this special needs group is often ignored. Subsidy
recipients represent too great a proportion of enrollees to be treated as an afterthought.
CMS and plan materials must be tailored to them. Doing so will cut down on the extra
layers of unnecessary confusion that plague this vulnerable population.

For example, in the model Annual Notice of Change (ANOC) developed for stand-alone
PDPs, information on costs and rights of subsidized beneficiaries is buried among pages
of information relating to costs, benefits and rights of non-subsidized beneficiaries. This
despite the fact that LIS recipients represent fifty percent of all stand-alone PDP
enrollees.

0 2007 National Senior Citizens Law Center
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Tailored communications to LIS recipients should be the norm. Communications
should be clear and not cluttered with information that is inapplicable to the enrollee.

4. Not all LIS recipients have adequate flexibility in plan enrollment.

As LIS recipients are, by definition, "low-income." They do not have personal resources
as a fall-back if they need a drug not covered by their plan or otherwise find that a plan
they enrolled in no longer fits their needs. LIS recipients, as a group, also are the sickest
of Part D beneficiaries and have the most complex medical conditions. For these reasons,
all LIS beneficiaries need to have a continuous enrollment period. The MMA recognizes
this need for dual eligibles and gives them a continuous enrollment period. However,
other LIS enrollees do not have this right.

An ongoing Special Enrollment Period that extends the right to change plans to the
entire LS population will greatly enhance their ability to obtain coveragefor the drugs
they need.

5. Low-Income Subsidy status does not show up at the pharmacy accurately;
individuals eligible for LIS are overcharged or go without needed
prescriptions.

Information needed to charge a Part D subsidy recipient often shows up incorrectly or not
at all on pharmacy computer systems. This may be because eligibility information for the
LIS is incorrect, the Part D plan has the wrong information, or a wide variety of other
reasons. For example, when an LIS beneficiary changes plans, the subsidy information is
slow to follow, creating problems at the pharmacy counter, usually resulting in the
beneficiary having to choose between paying amounts he or she cannot afford, or going
without the medication. These "glitches" can create full-blown medical crises for LIS
beneficiaries who have no other means of accessing necessary medications.

These problems reflect systemic flaws in the CMS system, the most important of which is
that information about LIS eligibility is not available in real time. The data management
system established by CMS has built-in delays that virtually ensure that, for some
beneficiaries, eligibility information will lag actual eligibility by months.

Medicare Part D is a complicated program requiring transfers of large amounts of data
among a wide variety of actors. For LIS eligibles, even more actors are involved. States
must transfer data regarding Medicaid eligibility to CMS and SSA must transfer LIS
eligibility data to CMS. CMS must transfer data regarding LIS eligibility to plans.
Enrollment data must be transferred between CMS and plans, and claims data must be
transferred by plans to the TrOOP and Coordination of Benefits contractors.

Instead of creating a single, unified system of data transfers, CMS has created a
seemingly infinite web of data that is difficult to decipher. The sheer complexity has

0 2007 National Senior Citizens Law Center
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introduced unacceptable levels of delay and error which impede the rights of LIS
eligibles to prescription drug coverage, subsidized co-payments and special enrollment
periods to which they are entitled

The delays and errors are particularly extreme in the case of dual eligible LIS
beneficiaries but affect all LIS beneficiaries. According to CMS, when the system is
working properly it can take up to 76 days to enroll a new dual eligible into a plan and
provide information to the pharmacy of the individual's eligibility for the full Low
Income Subsidy. It can take 30 days or more for an enrollee's request to change plans to
show up on pharmacy computers.

These time estimates are based on CMS' own description of standard time frames. In
fact, much longer delays are commonplace. A data entry error or other glitch can cause
conflicts that put a beneficiary into electronic limbo.

These data delays and various computer errors and glitches have created gaps in
prescription drug coverage for many LIS beneficiaries. Others have been overcharged
for medications and forced to either overpay or to go without needed medications. In
addition, many dual eligibles who have changed plans during the year have found
themselves in the system of more than one plan, creating additional chaos and heightened
barriers at the pharmacy.

When data problems come up, CMS tells beneficiaries to contact their plans, though plan
representatives often do not have the information to untangle data errors, particularly
those involving subsidy eligibility. Beneficiaries end up being sent from plan to agency
and back again without resolution to their problems.

CMS should streamline its system to allow real-time transfers of information among
plans, states, the Social SecurityAdministration, government contractors and CMS. If
there were a single, central data system that all relevant parties could access in real
time, errors such as involuntary enrollments and disenroliments would be reduced and
beneficiaries would receivefewer confusing mixed messages, Pharmacists would
receive reliable information about a customer's plan enrollment and subsidy status.

As an interim measure, CMS should increase the frequency and consistency with
which the different Part D entities "talk" to each other. Morefrequent transfers of
information between plans and CMS would shorten existing gaps and delays. More
frequent, mandatory cross-checks would help catch discrepancies earlier; for instance,
a beneficiary would not get billsfrom one plan long after choosing to enroll in
another.

CMS also should increase transparency to beneficiaries by ensuring that beneficiaries
have easy access to the maximum amount of data about their enrollment and subsidy
status.' CMS should make more detailed information (such as explanations of subsidy

' CMS took a step in the right direction for 2007 by increasing the amount of information that the TrOOP
coordinator returns to pharmacists who need to check a customer's Part D status. Based on experiences so
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status and reasonsfor disenrollment) available to pharmacists and 1800-MEDICARE
representatives. More information would make it easier to untangle errors and ensure
that Part D beneficiaries leave the pharmacy with the drugs they need.

CMS also should establish an ombudsman or other troubleshooting office to get
subsidy and enrollment problemsfixed quickly. CMS's current policy of telling
beneficiaries to deal with their plan makes little sense when problems arisefrom
government data or computer interface failures

6. The threat of a Late Enrollment Penalty deters LIS eligibles from enrolling
in Part D plans.

CMS, recognizing that the imposition of a Late Enrollment Penalty can act as a deterrent
to enrollment in Part D by LIS beneficiaries, has waived the penalty through the end of
2007. Unless the waiver is extended or made permanent, LIS recipients who enroll late
in the future will pay a Late Enrollment Penalty. Partial subsidy LIS eligibles will pay
the full penalty. Full subsidy LIS recipients will pay a reduced penalty, i.e., 20% for five
years. Any penalty represents a serious hardship for this group and would function as a
huge deterrent to enrollment in Part D.

CMS should permanently waive the Late Enrollment Penaltyfor all LIS recipients. A
permanent waiver of the Late Enrollment Penalty recognizes the special needs of this
population.

Thank you for the opportunity to submit this testimony. The National Senior Citizens
Law Center would be pleased to work with the Senate Select Committee on Aging to
address the problems discussed in this testimony.

Please feel free to contact us.

Jeanne Finberg, Directing Attorney at 510-663-1055
Katharine Hsiao, Staff Attorney, khsiaognsclc.org
Georgia Burke, Project Attorney, aburke(&nscic.org
Kevin Prindiville, Project Attorney, ktrindivilleFi~nsclc.ora
Anna Rich, Project Attomey/Liman Fellow, arichb(nsclc.ora
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far, however, the new "enhanced" query will not provide enough information to enable pharmacists to
troubleshoot LIS eligibles' Part D problems effectively.
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On behalf of AARP's 38 million members we thank you for holding this hearing

on the Medicare Part D prescription drug benefit low-income subsidy (LIS). The

extra financial help LIS provides to those least able to afford prescription drug

costs is one of the Part D program's most important features and a key factor in

our support for the Medicare Modernization Act (MMA) that created Part D.

We are proud that the LIS is now providing essential assistance with premiums

and copays to millions of beneficiaries who otherwise might go without lifesaving

medicines because of the cost. We commend the Center for Medicare and

Medicaid Services (CMS) for providing auto- and facilitated enrollment in the LIS

for people deemed eligible because they are in Medicaid, a Medicare Savings

Program, or are receiving Supplemental Security Income. We also applaud CMS

for establishing a special enrollment period so anyone found eligible for the LIS

can enroll in Part D without a late enrollment penalty. We similarly appreciate

steps the Social Security Administration (SSA) has taken to minimize the burden

of annual LIS eligibility redeterminations.

We have worked diligently with CMS, SSA, the Access to Benefits Coalition,

State Health Insurance Assistance Programsand many other partners on the

daunting task of finding and enrolling beneficiaries who are not deemed eligible.

Reaching beneficiaries with limited incomes has always been a challenge, but

LIS outreach and enrollment is doubly difficult because the LIS program has a

serious flaw - an asset test.

The asset test makes the LIS application process extremely daunting and

invasive. It is proving to be a serious barrier in getting extra financial help to

people who need it. The asset test also penalizes those who, despite limited

incomes, responsibly saved for retirement. AARP believes the asset test must

be eliminated.
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We believe the barrier created by the asset test is a key reason why millions of

beneficiaries who need the LIS are not getting it. CMS projected in its final

regulation on Part D that 14.4 million beneficiaries would be eligible for the LIS,

However, to date, only slightly more than 9 million are enrolled. That means

roughly 5 million eligible individuals are not getting the Medicare help they need.

CMS has estimated that as many as 3 million of these people have no drug

coverage at all.

Penalizing People who Save for Retirement

Many more beneficiaries living on very limited incomes are not getting the help

with drug costs that they need because of the asset test. For 2007, no individual

with more than $11,710, or couple with more than $23,410 in assets can qualify,

no matter how low their income or how high their other living expenses may be.

These amounts are hardly enough to get people through retirement.

The Kaiser Family Foundation has estimated that more than 2.3 million Medicare

beneficiaries who meet LIS income criteria will not be eligible because of the

asset test. Almost half exceed the limit by $25,000 or less. 2

In fact, the asset test is the leading reason why people who apply for the subsidy

are rejected - even if they are only just above the limits. LIS applicants living on

very limited incomes are being denied needed assistance because they did the

responsible thing of scrimping and saving to have a small nest egg for retirement.

The asset test thus directly contradicts efforts to encourage people to save by

penalizing those who do in even the most modest ways.
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Difficult, Invasive Application

For those who are eligible for the LIS, we believe the difficult application process

required by the asset test is a key reason why so many are not enrolled. The

application form is lengthy, confusing and invasive, largely because of the asset

test. For example, it:

* requires people to report not just savings but such obscure details as the

current cash value of any life insurance policies - information people

simply do not have on hand;

* asks people whether they expect to use savings for funeral or burial

expenses, but does not explain that individuals can have up to $1500

($3000 for couples) in savings above the asset limits for such expenses;

* asks invasive questions, such as whether applicants get help with meals

or other household expenses, which can be difficult to estimate; and

* threatens applicants with prison terms if information they provide is

incorrect.

Applying for the LIS thus can seem overwhelming and require many hours, extra

help from family members or insurance counselors, and often repeated efforts to

find all of the required information.
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First Steps

AARP is firmly committed to eliminating the asset test. There are also interim

steps Congress can and should take now that will significantly reduce the barrier

to LIS enrollment created by the asset test.

Raise the Limits. Congress should raise the asset limits as a first step toward

eliminating the asset test. We are finding that there is broad, bipartisan

consensus that the current asset limits of $11,710 for individuals and $23,410 for

couples are far too low. While raising the limits is clearly inferior to outright

elimination, in the short-term it will provide relief to millions of lower-income

Medicare beneficiaries who truly need the help the LIS can provide.

Streamline the Application. Congress should require a simpler application

process. Specific steps to reduce the LIS application form's complexity and help

more eligible people enroll include:

* Excluding Life Insurance: Life insurance should not be counted against

the asset test. It is not reasonable to expect someone to cash out their life

insurance in order to purchase the prescription drugs they need to live.

Beyond that, the question on the LIS application asking for the cash value

of life insurance itself is a barrier that makes the application process

unduly difficult. The cash value of life insurance is information that the

average person - regardless of income - simply does not have on hand.

Asking the question needlessly lengthens the application form. It

complicates the application process by requiring individuals to contact

their life insurance companies to obtain the cash value figure. It thus

constitutes a red-tape barrier that reduces the odds that eligible individuals

will apply at all.

I
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* Excluding Burial Expense Question: The application asks if the applicant

has set aside money for burial expenses. SSA already assumes that up

to $1,500 ($3,000 for couples) of applicants' assets is for burial expenses

and has adjusted the asset limits for this amount. This question thus has
no value and needlessly lengthens and complicates the form.

* Excluding Help on Household Expenses: This question asks if the

applicant gets help paying for food, mortgage, rent, utilities or property

taxes. Many low income people get food assistance from family,
churches, and food banks on a highly irregular, as-needed basis and in

very limited amounts. This question, however, requires applicants to enter

a specific average monthly amount. Given the often irregular nature of
such assistance, this is a figure that many people are unlikely to know with
any degree of accuracy. And those who rely on such assistance are the

same individuals for who the LIS is needed.

* Revising the Perjury Warning: The application threatens people with

prison for submitting false or misleading information, and says information

submitted will be checked against government and other records. The

dire, legalistic language is intimidating and discourages people from
applying. This is especially so for people who at best may only be able to
make rough estimates on answers to some questions, such as help with
household expenses. The threatening language is also prominently

placed in a dense paragraph at the top of the 'Signatures" page, unlike
other government forms that place a more condensed perjury warning

next to the signature box. To remedy this, a condensed warning should

be placed next to the signature box, as on IRS tax forms.
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It should clearly state that minor discrepancies will not result in perjury

prosecution, and assure people that they can submit the application with

estimates or partial answers. The introduction could read, for example:

You can submit this form even if you are not able to provide

complete or exact answers to all questions. By signing the form,

you are acknowledging that everything you have stated in the

application is correct to the best of your knowledge. You authorize

us to contact you and review other records - in accordance with all

applicable privacy laws - to get and verify necessary information.

Minor differences we may find in reviewing other records will not

cause you to be prosecuted for perjury.

Share Income Data. Congress should also consider authorizing the IRS to

confidentially share with CMS and SSA which beneficiaries meet the income

criteria for LIS. Currently, the IRS verifies income data submitted by people who

apply for the LIS, but believes it is precluded by law from sharing with CMS and

SSA in advance which Medicare beneficiaries have incomes that meet LIS

eligibility criteria. The HHS Inspector General has said that legislation

authorizing IRS to do so would help more effectively and efficiently target

outreach efforts.3

Coordinate with Medicaid and Medicare Savings Programs (MSP). People

enrolled in these programs are deemed eligible for the LIS and enrolled in Part D

plans by CMS if they do not choose a plan on their own. These programs help

pay Medicare premiums and cost sharing for beneficiaries with incomes below

LIS income eligibility levels. However, like the LIS, they have enrollment levels

that are far below the number of eligible beneficiaries because of the difficulty in

identifying and enrolling low-income individuals.
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While MSP enrollees are automatically enrolled in the LIS, currently no effort is

made to see if LIS applicants qualify for MSP. MSP eligibility criteria vary by

state and sometimes are less stringent than those for the LIS - in fact, several

states have no asset test for MSP. Full coordination between the LIS and MSP

would mean that many more low-income beneficiaries would get needed help

with both traditional Medicare and Part D premiums and cost-sharing obligations.

We believe a system should be established to cross-check LIS applications

against state MSP criteria and enroll individuals who are eligible for MSP.

Similarly, people who apply and are found to not be eligible for the LIS may be

eligible for a state pharmacy assistance program (SPAP). These state-funded

programs often provide help with drug bills to people with income and asset

levels above the LIS eligibility cut-offs. A system to coordinate enrollment

applications between the LIS with these programs also could prove to be very

useful. To make sure applicants understand these options, and because the LIS

application may not include all information needed to determine MSP or SPAP

eligibility in each state, the LIS application should include an additional notice

stating that:

Information may be shared with your state to determine if you are eligible

for extra help through state programs that help pay for prescription drugs

or other Medicare bills. State or federal officials may contact you if

additional information is needed for this.

SSA Resource Concerns

Finally, AARP is concerned that administrative funding for SSA has not kept up

with the agency's increased work load in conducting outreach and processing

applications for the LIS.
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This is in addition to its traditional responsibilities of processing retirement and

disability claims, as well as the responsibility of income verification for the 5

million Medicare beneficiaries affected by the new Part B income-related

premium. Last year, SSA Commissioner Barnhart warned Congress that if SSA

funding was insufficient, it would face employee furloughs of approximately 10

days agency-wide. Disruption of services to beneficiaries would be inevitable.

The Social Security Administration is presently operating at last year's funding

level - a level insufficient to prevent furloughs and service disruptions if its

budget is not increased in the appropriations bill due to pass in February.

AARP urges Congress to ensure that SSA can meet its increased responsibilities

and avoid any employee furloughs and beneficiary service disruptions by funding

its FY 2007 budget at no less than $9.3 billion. Congress also should enact a

final, permanent funding level that will allow SSA to prepare for the Boomer

retirement wave and meet all of its increased duties due to the Medicare LIS and

premium requirements.

Conclusion

The implementation of the Medicare prescription drug benefit represents the

most significant change to Medicare since the program began in 1965. The extra

financial help provided to people who most need it through the LIS is a key

component of this achievement. Its value for the millions of Medicare

beneficiaries receiving it and benefiting from the new program cannot be

overstated. As we move ahead, there are clearly some changes. that can and

must be made to ensure that all Medicare beneficiaries who need this extra help

receive it. We look forward to working with members of Congress from-both

sides of the aisle to improve the new Medicare prescription drug benefit and to

ensure that all older Americans have access to affordable prescription drugs.
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